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ABSTRACT 
Newborn babies constitute the essence of life. Most mothers 
observe their babies carefully. Mother plays a key role in identifying 
minor disorders. As she observes her baby, she might often get worried 
by  minor physical and physiological peculiarities of the baby.  
TITLE: “A study to assess the effectiveness of planned teaching 
programme on knowledge of minor disorders of newborn among 
postnatal mothers admitted in postnatal ward at Institute of Obstetrics 
and Gynecology and Government Hospital for Women and Children, 
Chennai”. 
NEED FOR STUDY: The  few newborn problems are minor which can 
be handled by mothers at home, the postnatal mothers are not aware of 
the minor disorders of newborn, they must be educated and they should 
have the knowledge regarding various aspects of minor disorders of 
newborn to decrease the neonatal mortality and morbidity rate from 
preventable cause. 
OBJECTIVES: To  assess the  pretest knowledge of postnatal mothers 
regarding selected minor disorders of newborn assess the effectiveness 
of planned teaching programme  and to determine the association 
between pretest and  posttest knowledge scores on selected minor 
disorders of newborn with their selected demographic variables.  
METHODS AND MATERIALS:  This study was conducted with 60 
samples (Postnatal mothers) in quantitative approach, Pre experimental  
one group pretest  posttest design, sample selection was done by 
convenient sampling technique. Pre-existing knowledge was assessed by 
using semi Structured questionnaires. After the pre-test, Planned 
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teaching programme was given regarding selected minor disorders of 
newborn. After 5 days post-test was conducted by using same tool.  
RESULTS: The findings of the study revealed that the PTP had 
improved the knowledge of postnatal mothers regarding selected minor 
disorders of newborn with paired t –test P value is 0.001.  There is 
statistical significance in knowledge attainment on selected minor 
disorders of newborn among postnatal mothers.  
CONCLUSION: The result of the study shows that PTP was effective 
in prevention and management of selected minor disorders  of newborn 
among postnatal mothers. 
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CHAPTER-I 
INTRODUCTION 
Behold, children are a heritage from the lord the fruit of the  
womb is a reward. 
– Psalm 127:3 
Newborn period encompasses the first four weeks of extrauterine 
life. Neonate are from birth to under four weeks of age that is less than  
28 days, is called neonate or newborn. First week of life less than 7 days 
or less than 168 hours is known as early neonatal period. Late neonatal 
period extends from 7
th
 to less than 28
th
 day. It is an important link in 
the chain of events from conception to adulthood. The physical and 
mental well-being of an individual depends on the correct management 
of events in the perinatal period. The morbidity and mortality rates in 
newborn are high. In India, almost 7 out of 100 babies do not see their 
first birthday   and nearly 65 percent of these infant deaths occur in the 
neonatal  period, namely, the first  four weeks of life. The current 
neonatal mortality rate in India is 45 per 1000 live births.
1.
 
Globally the neonatal mortality has declined to some extent  (from 
33 deaths per 1000 live births in 1990 to 21 in 2012) because of the 
successful public health intervention. However, this progress is not 
enough. Currently, the leading causes of neonatal deaths in the world are 
infection, (diarrhoea), prematurity. In India the neonatal mortality rate is 
39 per thousand live births. The neonatal deaths caused by infection are 
33%, asphyxia21% and prematurity15%,  75% of deaths occur within 7 
days of birth in which 40% deaths occur in the first day of life. Neonatal 
deaths during the first week of life are due to inadequate and 
inappropriate care during pregnancy and childbirth or during the first 
critical hours after birth. After the first week, the major causes of 
neonatal deaths are infection, diarrhea, preterm births, poor feeding 
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practices.  These are some of the contributing factors to neonatal 
mortality.
2 
Vomiting is the most common problem of the neonates as 
complaint by the mothers. Mother needs explanation about the 
regurgitation of feeds and vomiting. Regurgitation of milk is never 
ejected forcefully, it just flows out of the mouth soon after feeding and 
usually due to faulty feeding technique and swallowed air while sucking. 
As the air is expelled, the part of the feed comes out.  Constipation is 
common in artificial feeding especially with cow‟s milk. Other causes 
may be inadequate feeds or insufficient fluid intake.  Breastfed baby 
passes two to six times golden yellow, sticky, semi-loose stools due to 
high content of lactose. Mother should be explained about the breastfed 
stools. The intake of large quantities of glucose water or honey by the 
baby may cause diarrhea.
3
 
Unhygienic feeding practices overfeeding, bottle feeding and 
serious underfeeding also can cause diarrhea in the neonates.  The 
serious neonatal diarrhea may also occur in septicemia, necrotizing 
enterocolitis etc., Napkin Rash commonly found in artificially fed 
babies and also called ammonia dermatitis. It can occur in prolonged 
wet nappies or lack of cleanliness. Perianal skin may become red, 
indurated and excoriated. Perianal dermatitis often found following 
diarrhea or fungal   infection or due to use of nylon or water tight plastic 
napkins. Jaundice is the visible manifestation of hyperbilirubinemia. 
The clinical jaundice in neonates appear on the face at a serum bilirubin 
level of 5mg/dl. The yellowish discoloration is first seen on the skin of 
face, nasolabial folds   and tip of nose in the neonates. It is detected by 
blanching the skin with digital pressure in the natural light. Neonatal 
jaundice is also termed as icterus  neonatorum or as neonatal 
hyperbilirubinemia. There is elevation of unconjugated bilirubin 
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concentration   due to immature liver in the first week of life causes 
physiological jaundice.
3
 
A major reason for the high mortality rate is lack of care at birth. 
In India most the mothers are not aware of minor disorders of newborns. 
It is the responsibility of the nurse to educate mothers regarding the 
management of minor disorders of newborns , which is an extended 
activity for promotion of maternal and child well being. 
4 
Because these   first days and weeks are so critical, the care given 
by the nurse  and the teaching provided for the parents are important 
communication and teaching skills contribute  to the newborn‟s future 
well-being by helping the parents develop an understanding   of their 
newborn‟s needs and acquire skill in his or her care. In this way, their 
concept of themselves as adequate parents is reinforced. The nurse also 
must be aware that some parents need assistance in developing healthy 
attitudes regarding child-rearing practices so that the newborn can make 
a satisfactory emotional and social adjustment. 
2
. 
Most mothers observe their babies carefully and are often worried 
by minor physical peculiarities, which may be of no consequence. 
5
 
1.1 NEED FOR THE STUDY 
The   few newborn problems are minor which can be handled by 
mothers at home. But sometimes due to lack of knowledge these minor 
problems lead to fatal conditions, thus increasing the morbidity and 
mortality rate. 
The minor disorders are most common among newborns, 
neglecting the minor health problem is the one of the factor   
contributing to the newborn mortality rate. In India most the mothers are 
not aware of management regarding minor disorders of newborn 
(vomiting, constipation, diarrhea, napkin rashes, and physiological 
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jaundice). In a view of limited studies and resources, important 
consideration on literature review taken.  
The limited studies Mrs. MalarKodi Aathi, Devi SA, Kohli G 
(2013) they investigated the incidence of minor disorders of newborn 
including knowledge of postnatal mothers regarding minor disorders. 
Twenty research studies on nursing from databases regarding minor 
disorders of newborn. The incidence knowledge of postnatal mothers 
concludes most of the studies 10 (78%) shows mothers had below 
average knowledge and 66% mothers showed negative attitude and there 
was big gap between actual and desired practice in caring newborn. 
4 
UNICEF 2018 states that the first 28 days of life- the neonatal 
period- are the most vulnerable time for a child‟s survival. Children face 
the highest risk of dying in their first month of life, at a global rate of 19 
deaths per 1,000 live births. Globally, 2.6 million children died in the 
first month of life in 2016- approximately 7,000 newborn  deaths every 
day most of which occurred in the first week, with about 1 million dying 
on the first day and close to 1 million  dying within the next six days. 
6 
WHO 2018 states that the first 28 days of life – the neonatal 
period represent the most vulnerable time for a child‟s survival. In 2016, 
2.6 million deaths, or roughly 46% occur during this period. This 
translates to 7000 newborn deaths every day. The majority of the 
neonatal deaths are concentrated in the first day and week, with about 
one million dying on the first day and close to one million dying within 
the next six days. On current trends, more than 60 countries will miss 
the (Sustainable Development Goals) SDG target of reducing neonatal 
mortality to at least as low as 12 deaths per 1000 live births by 2030. 
About half of them will not reach the target by 2050. These countries 
carry about 80 percent of the burden of neonatal deaths in 2016. 
7 
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Neonates or new-born are the most delicate group among kids as 
they are not able to express their feelings happiness, sad, pain or 
discomfort and their systems are immature, just starting to adjust to the 
extra uterine life. Mother plays an important role in identifying minor 
developmental deviations and early evidence of the disease process 
because she is constantly and closely watching her baby. The most 
common minor problems occur in new-borns are vomiting, constipation, 
diarrhea, breath holding spells, cradle crap, physiological jaundice 
,hiccups, napkin rash, abdominal colic, oral thrush, erythema toxicum 
(new-born rash), milia, Epstein pearl ,neonatal acne, neonatal 
conjunctivitis etc. Neonatal infections and the minor problems is one of 
the major leading causes of death during the neonatal period. It can 
contribute up to 13-15% of all deaths during the neonatal period with 
the mortality rate reaching as high as 50% for infants who are not 
treated timely. Postnatal mothers should be aware of common minor 
neonatal problems. 
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Hence the postnatal mothers are not aware of the minor disorders 
of newborn, they must be educated and they should have the knowledge 
regarding various aspects of minor disorders of newborn to decrease the 
neonatal mortality and morbidity rate from preventable cause. So the 
investigator interested to do the research in this topic. 
1.2 STATEMENT OF THE PROBLEM 
“A study to assess the effectiveness of planned teaching 
programme  on knowledge of minor disorders  of  newborn  among post 
natal mothers admitted  in post natal ward  at Institute of Obstetrics and 
Gynaecology and Government Hospital for Women and Children  at 
Chennai” 
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1.3 OBJECTIVES 
1) To assess the pretest knowledge of postnatal mothers regarding 
selected minor disorders of newborn. 
2) To assess the effectiveness of planned teaching programme on 
selected minor disorders of newborn among postnatal mothers.  
3) To determine the association between pretest and  posttest 
knowledge scores on selected minor disorders of newborn with 
their selected demographic variables.  
1.4 OPERATIONAL DEFINITION 
Assess: In this study it is an organized, systematic and continuous 
process of collecting and analyzing the data on knowledge regarding 
minor disorders of newborn among postnatal mothers.  
Effectiveness of  Planned Teaching Programme: In this study it 
refers systematically organized teaching strategy of planned material on 
knowledge regarding minor disorder of newborn among postnatal 
mothers with the help of flash card, pamphlets, duration is 45 minutes, 
and plan to give small group of 3 - 5 members per day. 
Knowledge: Refers to the responses from the postnatal mothers 
regarding  minor disorder of newborn through structured knowledge 
questionnaire. 
Postnatal mother: It is a segregated place in the hospital where 
the mother stays from the time following delivery to next one week. 
Newborn :  The newborn  period  is defined as beginning at birth 
and lasting through the 28 
th
 day following birth , from birth to under 4 
weeks of age (< 28 days). 
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Minor disorders: Common health problems present newborns 
which can be managed before it‟s develops complications like vomiting, 
constipation, diarrhea, excessive crying, excessive sleepiness, 
dehydration fever, cradle cap, hiccups, sneezing and nose block,  napkin 
rash, mastitis neonatorum, umbilical granuloma, vaginal bleeding and 
mucoid secretions, physiological phimosis, caput succedaneum, 
cephalhematoma, physiological jaundice, superficial infections.  
In this study I have taken certain selected minor disorders  of 
newborn such as vomiting, constipation, diarrhea, napkin rashes, 
physiological jaundice. 
1.5 ASSUMPTION 
 Mothers may have varying level of knowledge on minor disorders 
of newborn. 
 Planned Teaching Programme may increase the knowledge about 
minor disorders of newborn. 
1.6 HYPOTHESIS 
H1: There will be significant difference between the pre and 
posttest knowledge of postnatal mothers regarding minor disorders of 
newborn 
H2: There will be significant association between the posttest 
knowledge score of minor disorders of newborn with the demographic 
variables of postnatal mothers 
1.7 DELIMITATION 
 Data collection is four weeks. 
 This study is limited to postnatal mothers and selected minor 
disorders of newborn includes (vomiting, constipation,  
Diarrhoea,  napkin rashes, physiological jaundice ).  
 8 
CHAPTER-II 
REVIEW OF LITERATURE 
Review of literature is an essential component of research study 
as it provides a broad understanding of the research problem. It is a 
critical analysis of a segment of a published body of knowledge through 
summary, classification and comparison of prior research studies, 
review of literature and theoretical articles, keeping this in mind the 
investigator will make a thorough study on available source, which has 
been helpful in projecting the widened perspective of the study.  
LITERATURE REVIEW RELATED TO THE STUDY 
2.1.1 Literature related to mothers knowledge and management 
regarding selected common minor disorders of newborn.  
2.1.2 Literature related to minor disorders of newborn (Vomiting, 
Diarrhoea, Constipation, napkin rash, physiological jaundice)  
2.1.1 Literature related to mothers knowledge and management 
regarding selected common minor disorders of newborn.  
Malarkodi, Akoijam Sangita, Gaurav Kohli, (2018)  had  
conducted a study on minor disorders of newborn including  knowledge 
of postnatal mother regarding minor disorders. Non Experimental 
approach, descriptive design was used and the study conducted in 
cambridge maternity centre, Bangalore. 50 postnatal mothers were 
chosen by using non probability convenient sampling technique. The 
data was collected through structured interview schedule. Among of 50 
subjects 34(68%) had moderately adequate knowledge, 10(20%) had 
inadequate knowledge and remaining 6(12%) had adequate knowledge, 
chi-square was used in order to identify the association between the 
socio demographic variables and level of knowledge, It shows, there was 
no significant association between all socio demographic variables 
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except education of mothers, parity and previous information received 
by the postnatal mothers regarding minor disorders of newborn. 
4
 
Venu.A.S, Naveen Kumar P.R, Prashanth, et al., (2016), had 
conducted a study to assess the effectiveness of planned teaching 
programme on knowledge regarding common minor neonatal problems 
and its management among postnatal mothers. 30 postnatal mothers 
admitted in S.S Hospital were selected for the study by purposive 
sampling technique. The result revealed that the majority of postnatal 
mothers had average pretest scores that is 29(99%) and 1(1%) of 
postnatal mothers had poor knowledge regarding common minor 
neonatal problems. The mean knowledge scores in pre-test was 1.32 and 
SD was 0.469 and in post-test mean was 1.52 and SD was 0.499. So, it is 
evident that mean post-test knowledge score of postnatal mothers was 
significantly greater than their mean pre-test knowledge score. This 
shows that PTP (Planned Teaching Programme) on common minor 
neonatal problem and its management has enhanced knowledge on 
common minor neonatal problems. 
10 
SaranyaS, Nandini M, Indra V,(2015),  Conducted a study on 
Knowledge and attitude of mothers regarding management of selected 
minor ailments in neonates at selected hospital, Thrissur. It was based 
on  modified Rosenstoch‟s Becker and Maiman‟s health Belief 
Model(HBM), Non experimental descriptive design is used conducted 
among 60 mothers of full term neonates The findings revealed that 50 
(83.3%) mothers possessed  inadequate level of knowledge, 10 (16.7%) 
had  moderate level  of knowledge and no one had  adequate level of 
knowledge, Attitude, findings depicted that 14(23.3%) mothers had most 
favourable attitude, 46(76.7%) had favourable attitude  and no one had 
unfavorable attitude. 
11 
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Mrs.Nagari Venkatalakshmi, (2014) had conducted a study 
regarding knowledge of postnatal mothers regarding minor disorders of 
new born,  and  non-experimental approach descriptive design was used 
and the study conducted in punarva maternity, postnatal mothers were 
selected by non-probability convenient sampling technique. Analysis & 
interpretation was done based on objectives of the study.  Among of 50 
subjects 34(68%) had moderately adequate knowledge 10(20%) had 
inadequate knowledge and remaining 6(12%) adequate knowledge. 
12 
K.C. Leena, Deepthi A. Koshy, Denna Thankachen, Deepa 
Thomas, et al.,(2014), conducted  a study  regarding knowledge of 
common problems of newborn among primi mothers admitted in a 
selected hospital for safe confinement, This descriptive study was 
carried out among mothers of neonates in the maternity unit of a medical 
college hospital in Mangalore. The majority, 43 (71.67%), were in the 
age group of 21-25 years, 10 (16.6%) were in the 26-30-year-old group, 
and seven (11.67%) were in the age group of 16-20 years. The highest, 
20 (33.3%)  primi mothers, had completed high school, 19 (31.67%) 
secondary education, and nine (15%) primary level education. The 
majority, 36 (60%), were Muslims, 20 (33.33%) Hindus, and four 
(6.67%) Christians. The highest, 35 (58.33%), were from a joint family, 
16 (31.6%) from a nuclear family, and six (10%) from an extended 
family. The majority, 36 (56.67%) of the primi mothers, were from rural 
areas. The majority, 46 (76.67%) primi mothers, were unemployed. 
Therefore, the null hypothesis is accepted and research hypothesis is 
rejected. 
13 
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 2.1.2 Literature related to minor disorders of newborn (Vomiting, 
Diarrhoea, Constipation, Napkin rash, Physiological jaundice)  
Vomiting 
Burge DM, (2016), conducted a study regarding  the management 
of bilious vomiting in the neonate. Bilious vomiting is synonymous with 
intestinal obstruction, be it functional or anatomical. In the neonate it 
may be due to congenital malformations of the gastrointestinal tract or 
develop due to acquired conditions, particularly intestinal complications 
associated with prematurity. This review considers the congenital 
malformations that may present with bilious vomiting and explores the 
diagnostic dilemmas faced in the preterm infant. The difficult issue of 
the need to exclude mal rotation in term infants with 
bilious vomiting and the consequences of time-critical transfer is 
discussed. 
14
 
Cizmeci MN, Kanburoglu MK, Akelma AZ, et, al.,(2014),  
conducted a descriptive study of transient neonatal feeding intolerance 
(TNFI) in a tertiary care center in Turkey. Participants are Term (≥ 37 -
weeks gestation) infants admitted to the neonatal intensive care unit 
with recurrent vomiting and refusal to feed. These infants were 
prospectively followed-up at 1, 2, 4, 6 months of age in the outpatient 
clinic. During the study period 1280 infants were evaluated in the 
maternity ward. Forty-eight (3.75%) neonates with 
repeated vomiting and refusal to feed were hospitalized from the 
maternity unit to the NICU Level I on the first postnatal day for further 
investigation. All infants started vomiting in the first day (median 5.75 
hours; interquartile range: 1-24) and recovered by the 48
th
  postnatal 
hour (median 27.5 hours; interquartile range: 14-48 hours). Laboratory 
and imaging studies showed no abnormalities. After discharge, 6-month 
follow-up of these infants showed no vomiting or feeding intolerance 
during well-child visits. They believe that expectant management and 
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supportive measures under skilled nursing care will prevent unnecessary 
diagnostic evaluation, mother/infant separation, and prolonged hospital 
stay. 
15
 
Ratnayake K, Kim TY, (2014), had conducted a study regarding 
evidence-based management of neonatal vomiting in the emergency 
department. And they account vomiting for up to 36% of neonatal visits 
to the emergency department. The causes of vomiting can range from 
benign to life-threatening. Evidence to guide the diagnosis and 
management of neonatal vomiting in the emergency department is 
limited. History and physical examination are extremely important in 
these cases, especially in identifying red flags such as bilious or 
projectile emesis. A thorough review is presented, discussing various 
imaging modalities, including plain abdominal radiography, upper 
gastrointestinal studies, ultrasonography, and contrast enema. A 
systematic approach in the emergency department, as outlined in this 
review, is required to identify the serious causes of  vomiting in the 
neonate. 
16
 
Chan SM, ChanEK, Chu WC et, al., (2011),  had conducted a 
study regarding Hypertrophic pyloric stenosis in a  newborn. 
Hypertrophic pyloric stenosis typically present at 2 to 4 weeks of age 
with non bilious projectile vomiting. Also, the diagnostic criteria for 
ultrasonographic measurements in newborn infants have yet to be 
determined. This report is of a newborn infant with hypertrophic pyloric 
stenosis. The patient presented with high-volume non-bile-stained 
output from a nasogastric tube and a dilated gastric bubble on abdominal 
radiograph. Contrast study ruled out intestinal mal rotation. Two 
ultrasound tests showed that the pyloric muscle thickness and pyloric 
canal length were within normal limits. Subsequent laparotomy showed 
a thickened pylorus and pyloromyotomy was performed. The patient 
showed marked improvement in feeding postoperatively. A high index 
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of suspicion is required for newborn infants presenting with gastric 
outlet obstruction. Ultrasound and contrast studies provide additiona l 
information, but definitive diagnosis may only be available intra-
operatively. 
17
 
Kimura K, Loening-Baucke V, (2000), had conducted a study 
regarding bilious vomiting in the newborn rapid diagnosis of intestinal 
obstruction, bilious vomiting in newborns is an urgent condition that 
requires the immediate involvement of a team of pediatric surgeons and 
neonatologists for perioperative management. However, initial 
detection, evaluation and treatment are often performed by nurses, 
family physicians and general pediatricians. Bilious vomiting, with or 
without abdominal distention, is an initial sign of intestinal obstruction 
in newborns. A naso- or orogastric tube should be placed immediately to 
decompress the stomach. Physical examination should be followed by 
plain abdominal films. Dilated bowel loops and air-fluid levels suggest 
surgical obstruction. Contrast radiography may be required. Duodenal 
atresia, midgut malrotation and volvulus, jejunoileal atresia, meconium 
ileus and necrotizing enterocolitis are the most common causes of 
neonatal intestinal obstruction. 
18 
Constipation 
Yanitskaya MY, Sapozhnikov VG,(2015)  had explored a study  on 
diagnostic possibilities of hydrocolonic echography at chronic 
constipation in children. On the basis of 15 years' of experience the 
criteria of assessment of the colon was developed when performing 
hydrocolonic echography (HCE) and the possibilities of HCE are 
evaluated at chronic constipations (CC) in children. A retrospective 
cross research of results of HCE in 263 children with CC aged from 14 
days to 17 years was conducted. HCE allowed to evaluate the position of 
the colon in the abdominal cavity, gave information on lengthening and 
lumen of the colon, structure of the intestinal wall, haustra, peculiarities 
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of the functioning of the colon in real time. Secondary changes of the 
colon due to CC, depending on intensity of CC are identified. 
Echographical characteristics of dolihocolon (light constipations) and 
dolihomegacolon (severe constipations) are given. Possibilities of 
echographical identification of the surgical provenance (diseases of 
Hirschsprung,) of constipation in children are defined.  Hydrocolonic 
echography grants high possibilities of diagnostics and allows 
identifying the organic reason of constipation in due time. 
19 
Indrio F, Di Mauro, Riezzo G et, al.,(2014),  had conducted a 
study regarding prophylactic use of a probiotic in the prevention of 
colic, regurgitation, and functional constipation: a randomized clinical 
trial, A prospective, multicenter, double-masked, placebo-controlled 
randomized clinical trial was performed on term newborns (age <1 
week) born at 9 different neonatal units in Italy between September 1, 
2010, and October 30, 2012. In total, 589 infants were randomly 
allocated to receive L reuteri DSM 17938 or placebo daily for 90 days. 
Parents were asked to record in a structured diary the number of 
episodes of regurgitation, duration of inconsolable crying (minutes per 
day), number of evacuations per day, number of visits to pediatricians, 
feeding changes, hospitalizations, visits to a pediatric emergency 
department for a perceived health emergency, pharmacologic 
interventions, and loss of parental working days. Main outcome  was to 
reduction of constipation during the first 3 months of life. Cost-benefit 
analysis of the probiotic supplementation. the mean duration of crying 
time (38 vs 71 minutes; P < .01), the mean number of regurgitations 
per day (2.9 vs 4.6; P < .01), and the mean number of evacuations per 
day (4.2 vs 3.6; P < .01) for the L reuteri DSM 17938 and placebo 
groups, respectively, were significantly different. 
20
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Wester T, (2013), explored a study such as functional 
constipation in children. The pediatric surgeon's perspective is the 
prevalence of functional constipation in children is almost 10%. The 
etiology is multifactorial and not fully understood. In the majority of 
cases, there is no organic explanation for the symptoms. However, it is 
very important to exclude organic causes, particularly in neonates 
and infants. There are warning symptoms, such as delayed passage of 
meconium, bilious vomiting and abdominal distention that should 
prompt further investigations. Fecal incontinence is a very common 
symptom secondary to fecal impaction. The first -line treatment for both 
disimpaction and maintenance is use of laxatives. Parental education is 
extremely important. There are very limited data on surgical approaches 
for functional constipation. 
21
 
Candy D, Paul S.,(2011) suggested a study on childhood 
constipation  is generally idiopathic and has a prevalence of five to 30 
per cent. It can have significant implications on the quality of life for 
both the child and their family. Families may delay presentation as they 
may feel embarrassed or fear receiving a negative response from the 
healthcare professionals. Parents may report different symptoms as 
"constipation" depending on their own beliefs and previous experiences. 
A detailed history taken with the parents, along with a review of the 
Bristol Stool Form Scale chart will help in establ ishing a clinical 
diagnosis of constipation in the child. Dietary intervention alone is not 
sufficient in treating constipation. Laxative therapy alongside dietary 
and lifestyle modifications will help manage constipation in the 
community. 
22
 
Nunez-Ramon R, Fabbro MA, Gonzalez-VelascoM,et, al., 
(2011), had conducted  a study on determination of the anal position 
in newborns and in children with chronic constipation. A prospective 
random study was carried out in two European hospitals determining the 
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API in 1,012 neonates (529 in Group A, and 483 in Group B) and in 64 
children suffering chronic constipation of ages between 3 months and 
12 years (Group C). The incidence of AEA was 47% in females and 35% 
in males. In the neonates (Groups A and B), the position of the anus in 
the perineum was more anterior in females than in males (p  < 0.0001); 
31% of the newborns females with AEA presented with constipation in 
their first months of life. In the Group C patients, there was a high 
incidence of AEA, especially in the females, and we consider it to be the 
probable cause of this defecation disorder. 
23 
Kocaay P, Egritas O, Dalgic B, (2011),  had explored a study on 
Normal defecation pattern, frequency of constipation and factors related 
to constipation in Turkish children 0-6 years old. This descriptive study 
had been carried out in Gazi University School of Medicine Pediatric 
polyclinics between February-June 2007 and 1018 children aged 0-6 
years were included. The study comprises data about defecation pattern 
and prevalence of constipation. Children were divided into five groups 
according to the age. Their parents were asked to complete a structured 
questionnaire. Forty-eight of 1018 children (4.7%) were diagnosed 
as constipated. Twenty-eight (58.3%) were male and 20 (41.7%) were 
female. Parents of the constipated children defined the major complaints 
with defecation as discomfort (33%), pain (25%), seldom defecation 
(21%), hard stools (17%) and rectal bleeding (4%). Eighteen parents 
(37.5%) thought that constipation is related to dietary type. Refraining 
from school toilet was defined by seven parents (14.6%). 
Constipation may predict serious organic problems in newborns; 
however organic problems are not encountered in 95% of bigger 
children. 
24 
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Diarrhoea 
Radlovic N, Lekovic Z, Vuletic B, et al., (2015)  had conducted a 
study on  acute  Diarrhoea  in children. Acute diarrhea (AD) is the most 
frequent gastroenterological disorder, and the main cause of dehydration 
in childhood. It is manifested by a sudden occurrence of  three or more 
watery or loose stools per day lasting for seven to 10 days, 14 days at 
most. It mainly occurs in children until five years of age and particularly 
in neonates in the second half-year and children until the age of three 
years. Its primary causes are gastrointestinal infections, viral and 
bacterial, and more rarely alimentary intoxications and other factors. As 
dehydration and negative nutritive balance are the main complications of 
AD, it is clear that the compensation of lost body fluids and  adequate 
diet form the basis of the child's treatment. This primarily regards 
uncritical use of antibiotics and intestinal antiseptics in the therapy of 
bacterial diarrhea. The use of antiemetics, antidiarrhetics and 
spasmolytics is unnecessary and potentially risky, so that it is not 
recommended for children with AD. 
25, 43.
 
Shamaly H, Jamalia J, Omari H, et, al., (2013),  explored a study 
on  congenital chloride diarrhea  CCD presenting in newborn as a rare 
cause of meconium ileus. Postpartum abdominal distention and 
meconium ileus may occur due to intestinal obstruction, Hirschprung 
disease or cystic fibrosis. They  present a premature baby girl who had 
distended abdomen and lack of meconium immediately after birth. 
Surgical etiology was excluded and she was mistakenly suspected of 
having cystic fibrosis due to meconium ileus. CCD was diagnosed by 
recognition of watery diarrhea in association with hyponatremic, 
hypochloremic metabolic acidosis. Mutation analysis confirmed the 
diagnosis. 
26 
 
 18 
Krzemien G, Szmigielska A, Jankowska K et al., (2013), has 
conducted a study on Congenital chloride diarrhea mimicking meconium 
ileus in newborn. Congenital chloride diarrhoea is a rare autosomal 
recessive disease and the diagnosis is frequently delayed. The disease is 
most common in Saudi Arabia and Kuwait 1:3200-13 000 births, Finland 
- 1:30 000-40 000, and in Poland - 1:200 000. The article is a report on 
a 3-months old boy with the history of dilated bowel loops in prenatal 
ultrasonograhy, low birth weight and abdominal distention. Because of 
the suspicion of mechanical bowel obstruction he had laparotomy on the 
second day of his life. Mechanical obstruction was excluded and 
enterostomy was performed. The electrolyte disturbances were corrected 
and enterostomy was closed after six weeks. The final diagnosis of 
congenital chloride diarrhea was established two months later, when the 
patient was admitted to hospital again with severe watery diarrhea, 
metabolic alkalosis, hypochloraemia and hypokalemia. The stool 
chloride concentration was >90 mmol/L. Water and electrolyte deficits 
had been corrected.  
27
 
Igrutinovic Z, Peco-Anti A, Radlovic N, et al., (2011), has 
concluded a study on pseudo-bartter syndrome in an infant with 
congenital chloride Diarrhoea. A male newborn born in the 37th 
gestational week (GW) to young healthy and non-consanguineous 
parents. In the 35th GW a polyhydramnios with bowel dilatation was 
verified by ultrasonography. The laboratory results showed 
hyponatraemia (123 mmol/L), hypokalaemia (3.1 mmol/L),  severe 
hypochloraemia (43 mmol/L), alkalosis (blood pH 7.64, bicarbonate 
50.6 mmol/L), high plasma renin (20.6 ng/ml) and aldosterone (232.9 
ng/ml), but a low urinary chloride concentration (2.1 mmol/L). Based on 
these findings, as well as the stool chloride concentration of 110 
mmol/L, the patient was diagnosed congenital chloride  diarrhoea. In 
further course, the patient was treated by intensive fluid, sodium and 
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potassium supplementation which resulted in the normalization of serum 
electrolytes, renal function, as well as his mental and physical 
development during 10 months of follow-up.  
29
 
Passariello, Terrin G, Baldassarre ME, et al.,(2010)  suggested a 
study on  Diarrhea in neonatal intensive care unit, to investigate the 
frequency, etiology, and current management strategies 
for diarrhea in newborn. Retrospective, nationwide study involving 5801 
subjects observed in neonatal intensive care units during 3 years were 
done. Thirty-nine cases of diarrhea (36 acute, 3 chronic) were identified. 
The occurrence rate of diarrhea was 6.72 per 1000 hospitalized newborn. 
Etiology was defined in 29 of 39 newborn (74.3%): food allergy 
(20.5%), gastrointestinal infections (17.9%), antibiotic-
associated diarrhea (12.8%), congenital defects of ion transport (5.1%), 
withdrawal syndrome (5.1%), Hirschsprung's disease (2.5%), 
parenteral diarrhea (2.5%), cystic fibrosis (2.5%), and metabolic 
disorders (2.5%). Three patients died due to complications related 
to diarrhea (7.7%). In 19 of 39 patients (48.7%), rehydration was 
performed exclusively by the enteral route.   Diarrhea in neonates is a 
challenging clinical condition due to the possible heterogeneous 
etiologies and severe outcomes. Specific guidelines are advocated in 
order to optimize management of diarrhea in this particular setting. 
30 
Bishop RF, Cameron DJ, Barnes GL, et al., (1976)  conducted a 
study on  etiology of diarrhoea in newborn infants. Diarrhoea is a 
common problem in newborn infants in hospital nurseries. In the past, 
sporadic diarrhoea was often attributed to dietary indiscretion by the 
mother, and epidemic diarrhoea was thought to be caused by an 
unknown infectious agent. Techniques with which to locate non-
cultivable viruses and un typable enter pathogenic strains of Escherichia 
coli allow reevaluation of the etiology of diarrhoea in newborn infants. 
Preliminary results from Melbourne, Australia, suggest that 
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most diarrhoea in newborn infants is induced by a specific infectious 
agent. During 1975 the agent most often identified from sporadic and 
epidemic diarrhoea in hospital nurseries was a reovirus-like particle 
("duovirus"). Enterotoxin-producing strains of E. coli were rarely 
isolated. Future attempts to protect newborn infants from developing 
diarrhoea must be based on an accurate understanding of the etiology of 
this disease. 
31
 
Napkin Rashes 
Kayaoglu S, Kivanc- Altunay I, Sarikaya S,(2015),  suggested a 
study regarding  diaper dermatitis in infants admitted to social pediatrics 
health center, the objective was to determine infant diaper dermatitis 
(DD) at pediatrics health center. The methods  included 113 infants aged 
0-24 mo. Infants with minimum one time rash, were accepted to have 
DD. Seventy six (67.3 %) infants had DD [32 girls (42.1 %), 44 boys 
(57 %), mean age: 6.5 mo]. Infants with DD had significantly higher age 
than those without (p 0.001). DD frequency in infants ≥4.5 mo-old was 
5.8(2.4-13.7) times more than in infants ≤4.5 mo. Cleaning material 
types did not affect DD frequency. No significant difference was 
observed in DD with diaper change of ≤3 times and ≥4 times. 
Rash incidence was significantly lower with cream use compared to 
without its use (p < 0.001). Mothers should be informed on dermatitis 
care and encouraged for breastfeeding. 
32
 
Tuzun Y, Wolf R, Baglam S, et al.,(2015), suggested a study on 
Diaper (napkin) dermatitis, is an acutely presenting inflammatory 
irritant contact dermatitis of the diaper region. In the past, the disease 
was thought to be caused by ammonia; however, a number of factors, 
such as friction, wetness, inappropriate skin care, microorganisms, 
antibiotics, and nutritional defects, are important. Families need to be 
informed about the importance of a clean, dry diaper area and the 
frequency of diaper changes. The use of superabsorbent disposable 
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diapers has decreased the incidence of the disease. Soap and alcohol -
containing products should be avoided in cleaning the area. In some 
cases, corticosteroids and antifungal agents can be administered. If 
necessary, antibacterial agents and calcineurin inhibitors can also be 
beneficial. 
33 
Lavender T, Furber C, Campbell M, et, al., (2012),  explored an 
article on effect on skin hydration of using baby wipes to clean 
the napkin area of newborn babies A prospective, assessor-blinded, 
randomized controlled equivalence trial was conducted during 2010. 
Healthy, term babies (n=280), recruited within 48 hours of birth, were 
randomly assigned to have their napkin area cleansed with an alcohol-
free baby wipe (140 babies) or cotton wool and water (140 babies). 
Primary outcome was change in hydration from within 48 hours of birth 
to 4 weeks post-birth. Secondary outcomes comprised changes in trans-
epidermal water loss, skin surface pH and erythema, presence of 
microbial skin contaminants/irritants at 4 weeks and napkin dermatitis 
reported by midwife at 4 weeks and mother during the 4 weeks. 
Complete hydration data were obtained for 254 (90.7 %) babies. No 
significant differences were found in the secondary outcomes, except for 
maternal-reported napkin dermatitis, which was higher in the water 
group (p=0.025 for complete responses). Baby wipes had an equivalent 
effect on skin hydration when compared with cotton wool and water. 
34 
Davies MV, Dore AJ, Perissinotto KL, (2005), suggested a study 
on  topical vitamin A, or its derivatives, for treating and preventing 
napkin dermatitis in infants. Randomized controlled trials, where the 
topical application of medication containing vitamin A (or its 
derivatives) was compared with either placebo, no treatment or other 
topical medication, for the prevention or treatment of  napkin dermatitis 
in infants aged from zero to two years. This included study, of 
114 newborn infants, reported no significant differences between groups 
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with regard to the severity or duration of napkin dermatitis. For the 
treatment of napkin dermatitis there is no evidence to support or refute 
the use of topical vitamin A preparations. For the prevention 
of napkin dermatitis there is no evidence to suggest that topical vitamin 
A alters the development of napkin dermatitis. Further RCTs are 
required to determine whether topical vitamin A is efficacious in 
treating or preventing napkin dermatitis. 
35 
Physiological Jaundice 
Seyyedrasooli A, Valizadeh L, Hosseini MB,et, al.,(2014),  
conducted a study on effect of vimala massage on physiological 
jaundice in infants. This is a single blind clinical trial study, 43 healthy 
term infants, with 1
st
  day Bilirubin levels of less than 5mg/dl, carried 
out in Tabriz Al-Zahra hospital. Newborns were selected through 
convenience sampling and then randomly assigned to intervention and 
control groups. Control group received routine care, while newborns of 
intervention group received four days of Vimala massage starting from 
the first day of their birth. The findings show that vimala massage 
within four days has no effect on increasing process of bilirubin, yet can 
affect the incidence rate of physiological Jaundice and care of infants by 
increasing defecation frequency. 
36 
Chen J, Sadakata M, Ishida M, et al., (2011)   explored a study 
on Baby massage ameliorates neonatal  jaundice in full-term newborn 
infants. In the present study, the effects of gentle baby massage on 
neonatal jaundice in full term newborn infants were evaluated by a 
controlled clinical trial. Breastfed newborns without phototherapy were 
included, 20 in the massage group and 22 in the control group. They 
found the mean stool frequency of the massaged infants on day 1 and 
day 2 (4.6 and 4.3) was significantly higher than that of the control 
group (3.3 and 2.6) (p<0.05). In conclusion, baby massage at an early 
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stage after birth could reduce neonatal bilirubin levels. They suggest 
baby massage is beneficial for ameliorating neonatal  jaundice. 
37
 
Siklar Z, Ocal G, Bilir P, et al., (2009), has explored a study 
regarding  Maternal/Neonatal" iodine status in patients with 
prolonged physiological jaundice. The aim of the study is to investigate 
the frequency of borderline or overt hypothyroidism in a group 
of newborn with prolonged physiological jaundice, and to evaluate 
iodine status of these babies and their mothers. Fifty-five apparently 
healthy newborn were evaluated. Twenty-five of them showed 
borderline thyroid dysfunctions. Remained 30 babies had normal thyroid 
function, considered as euthyroid group. Iodine status was evaluated by 
measuring urinary iodine excretion. maternal iodine deficiency (55%) 
associated with neonatal iodine overload (65%) had came to attention. 
Although mean urinary iodine levels in both mother groups were 
similar, the mean urinary levels of borderline hypothyroidic and 
euthyroid groups were 432+/-129 microg/l and 271.5+/-137 microg/l, 
respectively. Iodine overload was also present in newborn with normal 
thyroid function tests. They considered that individual sensitivity to 
iodine overload could make the differentiation on thyroid function. 
38
 
Agarwal V, Singh V, Goel SP, et al., (2007), suggested a study on 
maternal and neonatal factors affecting physiological jaundice in 
western U.P. Several maternal and fetal factors are responsible for 
neonatal jaundice, which is a common observation in large number 
of newborns. However, role of these factors in causation of this 
condition is not well established. Fifty pregnant mothers and their fifty 
two newborns were studied in the present study. The serum 
concentrations of bilirubin of all neonates were measured on days 1, 3 
and 5. It was found to be lower on day 1, with a peak at day 3. The area 
under serum bilirubin level-time curve (AUC) for each neonate was also 
calculated. Fetal sex and birth weight were not found to significantly 
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affect the neonatal hyperbilirubinemia.  Newborn of bipara mothers were 
found to have significantly lower (P < 0.05) serum bilirubin level on day 
1 as compared to mothers only but higher (P < 0.05) on day 3 as 
compared to either or multipara mothers. Yet, AUC of serum bilirubin 
curve was significantly higher (P < 0.05) in newborns of bipara mothers 
than others. Significantly (P < 0.05) higher serum bilirubin on day 1 was 
also observed in preterm neonates than full term ones. However, 
maternal hemoglobin and mode of delivery were not shown to affect the 
neonatal bilirubin levels in these newborns. 
39
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2.2 CONCEPTUAL FRAMEWORK 
Modified Ernestine Wiedenbach helping art theory (1964)  
The conceptual frameworks are global ideas about the concept in 
relation to a specific discipline conceptual model are made up of 
concept which describe the mental images of a phenomena and integrate 
them into a meaningful configuration. It is a visual diagram by which 
the researcher explains the specific area of interest.  
Wiedenbach conceptual model elaborately explained in means 
element that is identification of the patient‟s need for help, ministration 
of the needed and validation of that help. Ernestine Wiedenbach is a 
nurse theorist who qualified as a nurse midwife. Wiedenbach is 
considered to have developed her theory inductively from experience 
and observation of practice. This broad conceptual model encompasses 
five elements are interpreted in this study as follows.  
THE AGENT 
The agent who is the practicing nurse or her delegate. In this 
study, the agent is the investigator postnatal mothers and her neonates. 
THE GOAL 
The goal is the needed result which the nurse to achieve. In this 
study, the goals are prevention and management of selected minor 
disorders of newborn 
MEAN 
The means is the way in which the practitioner is enabled to attain 
her goal. In this study, mean is usage of flash card.  
THE FRAME WORK 
The framework consists of human, environmental, professional 
and organizational facilities that not only make up the context within 
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which nursing is practiced. In this study the framework is postnatal ward 
in Institute of Obstetrics and Gynaecology, Egmore.  
Nursing practice has 3 components  
IDENTIFICATION 
The investigator included subjects has postnatal  mothers of 
Institute of Obstetrics and Gynecology, Egmore. The postnatal mothers 
need for help are assessed in the identification phase. The postnatal 
mothers are in need of getting information regarding prevention and 
management of selected minor disorders of newborn. Hence, they have a 
lot of factors which is affecting that they are Age, educational  status, 
religion, type of family, monthly income, occupation, place of 
residence, Mode of delivery.  
MINISTRATION 
It refers to the action needed to accomplish the desired task. In 
this study planned teaching programme is the intervention was given to 
postnatal mothers were assessed by using semi structured knowledge 
questionnaire. 
VALIDATION 
Validation phase has been done after the intervention. The effect 
of planned teaching programme was assessed in terms of gain in 
knowledge regarding prevention and management of selected minor 
disorders of newborn among postnatal mothers.  
The investigator found that planned teaching programme was 
effective in terms of gain of knowledge regarding prevention and 
management of selected minor disorders of newborn among postnatal 
mothers. 
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CHAPTER-III 
METHODOLOGY 
This chapter deals with  the research design, research approach, , 
study setting, sample, sample size and sampling technique, data 
collection method, development and description of tool, data collection 
procedure and plan for data analysis based on the research methodology 
adopted to assess the effectiveness of planned teaching programme  on 
knowledge of minor disorders  of  newborn  among post natal mothers 
admitted  in postnatal ward Institute of Obstetrics and Gnaeco logy 
Government Hospital for Women and Children  at Chennai.  
3.1. RESEARCH APPROACH  
Quantitative research approach 
3.2. RESEARCH DESIGN 
The pre- experimental research design was used one group pretest 
and posttest to assess the effectiveness of planned teaching programme 
on knowledge of minor disorders of  newborn  among post natal 
mothers. 
3.1 Table Description of Study Design 
O1 X O2 
Pretest assessment of 
level of knowledge 
planned teaching 
programme 
Posttest assessment of 
level of knowledge 
KEY NOTES 
O 1 - Pre- test assessment of level of knowledge regarding minor 
disorders of newborn. 
X   - Planned Teaching Programme on minor disorders of newborn.  
O 2 - Post- test assessment of level of  knowledge regarding minor 
disorders of newborn 
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3.3. STUDY SETTING 
The study was conducted in postnatal ward at Institute of 
Obstetrics and Gynecology and government hospital for Women and 
Children, Egmore, Chennai-08. The Institute was unveiled on 26
th 
July 
1844 for public service. It is a 1075 bedded maternity hospita l, tertiary 
care center and referral center. The hospital is renowned for its 
excellence in medical experts, nursing care and quality diagnostic 
services. All facilities are provided for conducting normal, high risk and 
instrumental deliveries. IOG has departments like neonatal intensive 
care unit, family planning services, oncology department, 
endocrinology, human milk bank and genetic department which are 
rendering comprehensive care for entire Tamilnadu and neighbouring 
states like Andhra Pradesh also. 
3.4. DURATION OF THE STUDY 
Four weeks. 
3.5. STUDY POPULATION: 
3.5.1. General population:  Postnatal mothers  
3.5.2. Target population:   The target population consists of 
postnatal mothers admitted in postnatal wards at Institute of Obstetrics 
and Gynecology and Government Hospital for Women and Children, 
Egmore, Chennai. 
3.5.3. Accessible population: Postnatal mothers in first week of  
 postnatal period, who were admitting at Institute of Obstetrics and 
Gynecology and Government Hospital for Women and Children, 
Egmore, Chennai during the period of data collection.  
3.6. SAMPLE 
Sample consists of  postnatal  mothers who were admitted in 
postnatal ward and  fulfil the Inclusion criteria.  
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3.7. SAMPLE SIZE  
The sample comprise of 60 postnatal mothers of neonates who 
have admitted the postnatal wards at Institute of Obstetrics and 
Gyanecology and Government Hospital for Women and Children, 
Egmore, Chennai. 
3.8. SAMPLING CRITERION 
3.8.1. Inclusion criteria 
Mothers Those  
1) who are  willing to participate in the study  
2) who are primi para postnatal mothers to participate in the study  
3) who are primi para postnatal mothers available at  the time of data 
collection 
4) who can understand  Tamil and English language  
3.8.2. Exclusion criteria:  mothers those 
1) who are not willing to participate in the study 
2) who are having other complications like postnatal psychosis, 
postpartum hemorrhage and ICU cases.  
3.9. SAMPLING TECHNIQUE 
The sampling technique used for this study was non-probability 
convenient sampling technique. 
3.10. RESEARCH VARIABLES  
The variables mainly included in this study are independent and 
dependent variable. Dependent variable explains the effect of 
independent variable. 
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3.10.1. Dependent variable 
Knowledge of postnatal mothers regarding selected minor 
disorders of newborn. 
3.10.2. Independent variable 
Planned  teaching  programme of selected  minor disorders of 
newborn. 
3.11. DEVELOPMENT AND DESCRIPTION OF THE TOOL 
3.11.1. Development and description of data collection tool  
Data collection tool was developed by the researcher on the basis 
of objectives of the study. After extensive review of literature, internet 
search and expert opinion helped the investigator to select the suitable 
tool to assess the level of knowledge among postnatal mothers.  
Process of development of the tool 
A structured knowledge questionnaire was developed by the 
investigator for assessing the knowledge of postnatal mothers regarding 
the prevention and management of selected minor disorders of newborn. 
For the development of the tool, research and non-research literature 
was reviewed and suggestions of experts and present statistics were 
taken to determine the areas to be included.  
The following steps were undertaken to prepare the final tool:  
 Development of the tool 
 Content validity of the tool  
 Pre-testing the tool 
 Reliability of the tool 
 Development of the final draft of the tool  
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The tool was developed with two parts:  
Part-I: Socio Demographic Data -The socio demographic data 
was prepared with 9 items to collect the personal information of the 
subjects. 
Part-II: Structured Knowledge Questionnaire  
The structured knowledge questionnaire was prepared with 25 
questions divided into five sections.  
Section A:   Knowledge questionnaire regarding vomiting.  
Section B:   Knowledge questionnaire regarding constipation. 
Section C:   Knowledge questionnaire regarding diarrhea.  
Section D:   Knowledge questionnaire regarding napkin rashes.  
Section E:   Knowledge questionnaire regarding physiological jaundice.  
Scoring Procedure 
Each correct answer scored as 1 and remaining scored as 0 
Scoring key for the knowledge 
Level of knowledge Score 
Inadequate <50% 
Moderately 50-75% 
Adequate >76% 
DEVELOPMENT OF THE INTERVENTION 
The researcher developed the planned teaching program6mme in a 
lesson plan method regarding prevention and management of selected 
minor disorders of newborn with the consultation of various subject 
experts. The content in planned  teaching programme which includes:  
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 General concept of minor disorders of newborn  
 Causes, prevention and its management of vomiting 
 Causes, prevention and  its management of  constipation  
 Causes, prevention and  its management of  diarrhea.  
 Causes, prevention and  its management of  napkin rashes  
 Causes, prevention and  its management of  physiological 
jaundice 
3.12. CONTENT VALIDITY OF THE TOOL 
 The prepared data collection tool, along with the problem 
statement, objectives. 
 Hypothesis, operational definitions and blue print designed for 
validation were submitted to experts.  
 The experts were requested to give their opinion and suggestion 
regarding the relevance, adequacy and appropriateness of items in 
the tool. 
 The modifications were made in the tool as per the validators 
suggestions. 
3.13. PROTECTION OF HUMAN SUBJECTS  
By submitting the study proposal, permission was obtained from 
the Institutional ethics committee thus, the investigator followed the 
ethical guidelines which were issued by the institutional ethics 
committee. Written consent was obtained from all participants. 
Throughout the period of the study the respect of all the mothers of 
neonates and the family members and ensure confidentiality was 
maintained. 
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3.14. RELIABILITY OF THE TOOL 
After construction of questionnaire for the study on " A Study to 
assess the effectiveness of planned teaching programme  on knowledge 
of minor disorders  of  newborn  among post natal mothers admitted  in 
post natal ward Institute of Obstetrics and Gynaecology and Government 
Hospital for Women and Children  at Egmore in Chennai”, it was tested 
for its validity and reliability. The reliability obtained was 0.86 which 
proved the effectiveness and efficiency of the tool.  
Validity of the tool was assessed using content validity. Content 
validity was determined by Nursing and Medical experts. They 
suggested certain modifications in tool. After the modifications they 
agreed this tool for evaluate the effectiveness of planned  teaching 
programme on knowledge of selected minor disorders of newborn 
among postnatal  mothers in Institute of Obstetrics and Gynaecology and 
Government Hospitals for Women and Children, Egmore.at Chennai. 
3.15. PILOT STUDY 
The pilot study was conducted by selecting 6 postnatal mothers 
who were not participated in the main study for one week from 
24.07.2017 to 30.07.17 after getting permission from the director at 
Institute of Obstetrics and Gynaecology and Government Hospitals for 
Women and Children Egmore at Chennai. Preceding the study, 
participant consent was obtained and all the information about samples 
was kept confidential. 
3.16. DATA COLLECTION PROCEDURE 
The formal written permission was taken from the hospital 
authorities for conducting study and with the co-operation of hospital 
staff and the feasibility of conducting study was assured. Data collection 
started from 02.01.2018 to 28.01.2018.  The investigator established 
good rapport with the postnatal mothers at Institute of Obstetrics and 
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Gynecology and  Government Hospital for Women and Children, 
Chennai. After an initial task of assembling the mother of newborn, the 
investigator introduced herself, explained the purpose of the study, 
ensured confidentiality. 
The main study was conducted for 4 weeks. Every day an average 
of 3 to 5 subjects who were satisfying the inclusion criteria was selected 
and took a consent from each mother to participate in the study and 
collected socio-demographic data. Semi structure questionnaire was 
constructed and interview method was used to collect my data. Pretest 
was conducted regarding the prevention and management of selected 
minor disorders of newborn. The planned teaching programme was 
given soon after pre test  was conducted by using flash card and 
pamphlet. 
The subjects were eager to know and took active participation in 
asking question seeking clarification. Posttest was done on 5
th
 day of 
planned teaching programme. The investigator observed and scored the 
mother‟s knowledge regarding minor disorders of newborn by using 
structured questionnaire tool. 
3.17. DATA ENTRY AND ANALYSIS 
In order to achieve the stated objectives of the study, the data 
obtained from the subjects were coded numerically and tabulated. After 
tabulation and coding, enter the data into a spread sheet by the 
keyboard, the collected data was analyzed with the descriptive and 
inferential statistics like student independent„t‟ test were used to test the 
hypothesis. Qualitative level of knowledge in pretest  and posttest were  
compared using extended Mc Nemar test.  The one way ANOVA F- test 
was used to find out the association between demographic variables with 
knowledge scores. 
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CHAPTER-IV 
DATA ANALYSIS AND INTERPRETATION 
This chapter deals with analysis and interpretation of data 
collection from 60 mothers “To evaluate the effectiveness of planned 
teaching programme (PTP) on knowledge  of selected minor disorders  
of newborn among  postnatal mothers in Institute of obstetrics and 
Gynecology, Egmore”. 
The study aimed to evaluate the effectiveness of PTP on 
knowledge  of selected minor disorders of newborn among   postnatal 
mothers. The data was collected from 60 samples. The findings were 
tabulated and interpreted in this chapter. The data were analyzed by 
using descriptive and inferential statistics. The data was analyzed based 
on the objectives formulated by the researcher.  
ORGANIZATION OF THE DATA 
The analyzed data were tabulated under the sections given below.  
Section-A: Description of demographic profile of the postnatal 
mothers. 
Section-B: Data on pre and post assessment knowledge of minor 
disorders of newborn among postnatal mothers.  
Section-C: Data on comparison of pre assessment   and post 
assessment knowledge   of minor disorders of newborn among postnatal 
mothers. 
Section-D: Effectiveness of planned teaching programme on 
selected minor disorders of newborn among postnatal mothers . 
Section-E: Association between the level of pretest and posttest 
knowledge with the demographic variables of postnatal mothers.  
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STATISTICAL ANALYSIS 
1) Demographic variables in categories were given in frequencies 
with their percentages. 
2) Knowledge score were given in mean and standard deviation.  
3) Association between demographic variables and knowledge score 
were analyzed using Pearson chi-square test 
4) Quantitative knowledge score in pretest and posttest were 
compared using student‟s paired t-test. 
5) Qualitative level of knowledge in pretest and posttest were 
compared using Stuart-Maxwell test /extended McNemar test 
6) Association between knowledge gain score gain score with 
demographic variables are assessed using one way ANOVA F-test 
and student independent t –test. 
7) Simple bar diagram, Multiple bar diagram,   Pie diagram   and 
Box plot  were used to represent the data .8  .P<0.05 was 
considered statistically significant. All statistical test are two 
tailed test. 
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SECTION-A: DESCRIPTION OF DEMOGRAPHIC PROFILE 
OF THE POSTNATAL MOTHERS. 
Table-4.1: Distribution of the Demographic variables of postnatal 
mother 
Demographic variables 
Postnatal 
mothers 
Percentage 
Educational status of 
the mother 
No formal 
education 
13 21.7% 
Primary school 18 30.0% 
Higher secondary 
school 
16 26.6% 
Graduate 13 21.7% 
Occupation Houser wife 39 65.0% 
Self employee 10 16.7% 
Professional 6 10.0% 
Coolie 5 8.3% 
Monthly income < Rs.2101 18 30.0% 
Rs.2102 – Rs. 
6297 
24 40.0% 
Rs.6298 -- 
Rs.10495 
11 18.3% 
> Rs.10496 7 11.7% 
Religion Hindu 47 78.3% 
Muslim 3 5.0% 
Christian 10 16.7% 
Residence Rural 15 25.0% 
Urban 39 65.0% 
Semi urban 6 10.0% 
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Demographic variables 
Postnatal 
mothers 
Percentage 
Age of the child 0 -3 days 39 65.0% 
4 -6 days 19 31.7% 
6 -9 days 2 3.3% 
9 -12 days 0 0.0% 
Age of the mother 18 -21 years 26 43.3% 
22 - 25years 24 40.0% 
25 – 29 years 8 13.4% 
> 29 years 2 3.3% 
Mode of delivery Normal vaginal 
delivery 
38 63.3% 
LSCS 18 30.0% 
Forceps delivery 4 6.7% 
Outside delivery 0 0.0% 
Weight of the baby 2 kg to 2.4 kg 5 8.3% 
2.5kg to 2.8 kg 23 38.4% 
2.9 kg to 3.4 kg 29 48.3% 
More than 3.5kg 3 5.0% 
Table 4.1  shows the demographic information of postnatal 
mothers those who are participated for the following study “A study to 
assess the effectiveness of planned teaching programme on knowledge 
of  minor disorders of newborn among postnatal mothers admitted  in 
postnatal ward at  Institute of obstetrics and gynaecology and  
government  hospital  for women and children at Egmore in Chennai.”  
Out of 60 postnatal mothers educational status of the mothers 
such as primary school was highest and no formal educat ion are less. 
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In this study out of 60 postnatal mothers, 65% are house wife, 
16.7% were self-employee, 10.0% were Professional, and 8.3% were 
Coolie. 
The monthly economic status of the family shows that 40.0% 
were Rs.2102-Rs.6297, and 11.7% shows more than Rs. 10496. 
With regarding of religion, the majority of the postnatal mothers 
belongs to Hindu religion of 78.3%, Muslim were 5.0%, and Christian 
were 16.7%. 
With regard to place of residence, the majority of the mothers 
belongs to Urban area of 65% and Rural area of 25%. 
With regard to age, the newborn age belongs to   65% were 0-3 
days and 3.3% are 6-9 days. Postnatal mothers age belongs to 43.3% 
were 18-21 years, and more than 29 years of age are 3.3%. 
Regarding mode of delivery, the majority of the postnatal 
mothers were normal vaginal delivery of 63.3% and Forceps delivery are 
6.7%. 
The majority of the newborn baby‟s weight belongs to (2.9 to 3.4) 
kg of 48.3% and least number belongs to (2 to 2.4) kg of 8.3%.  
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SECTION-B: DATA ON PRE AND POST ASSESSMENT 
KNOWLEDGE OF MINOR DISORDERS OF NEWBORN 
AMONG POSTNATAL MOTHERS 
Table-4.2: Each domain wise pretest percentage of knowledge on 
minor disorders of newborn among post natal mothers  
Table 4.2 shows each domain wise pre-test percentage of 
knowledge of minor disorders of newborn among post natal mothers. 
They were having maximum knowledge in Constipation (51.00%) and 
minimum knowledge score in Physiological jaundice (32.00%). 
S. 
No 
Domains 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of 
mean 
score 
1 Vomiting 5 0  -5 2.25 .93 45.00% 
2 Diarrhoea 5 0 - 5 2.28 .80 45.60% 
3 Constipation 5 0 - 5 2.55 .93 51.00% 
4 Napkin Rashes 5 0 - 5 2.10 .73 42.00% 
5 Physiological 
jaundice 
5 0 - 5 1.60 .87 32.00% 
 Total 25 0 - 25 10.78 2.94 43.12% 
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Table-4.3: Overall Pretest Knowledge Score 
Table 4.3 shows, pre-test percentage of knowledge of minor 
disorders of newborn among postnatal mothers Overall pretest 
percentage of knowledge score is 43.12% among postnatal mothers. 
 
Table-4.4 : Pretest Level of Knowledge   
Level of  knowledge No. of mothers Percentage 
Inadequate knowledge 46 76.7% 
Moderate knowledge 14 23.3% 
Adequate knowledge 0 0.0% 
Total 60 100% 
Table 4.4 shows the level of knowledge of minor disorders of 
newborn among postnatal mothers. In general 76.7% of mothers were 
having inadequate knowledge and 23.3% of them having moderate 
knowledge and none of them were having adequate knowledge. 
 
No. of 
questions 
Min – Max 
score 
knowledge score 
Mean ±SD 
score 
% 
Overall score 25 0 -25 10.78±2.94 43.12% 
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Table-4.5: Each Domainwise Posttest Percentage of Knowledge on 
Minor Disorders of Newborn among Post Natal Mothers  
Table 4.5 shows each domain wise post-test percentage of 
knowledge of minor disorders of newborn  among postnatal mothers. 
They were having maximum knowledge in vomiting (85.60%) and 
minimum knowledge score in Physiological jaundice (79.40%). 
S. 
No 
Domains 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of 
mean 
score 
1 Vomiting 5 0  -5 4.28 1.06 85.60% 
2 Diarrhoea 5 0 - 5 4.13 1.11 82.60% 
3 Constipation 5 0 - 5 4.15 .90 83.00% 
4 Napkin Rashes 5 0 - 5 4.07 .90 81.40% 
5 Physiological 
jaundice 
5 0 - 5 3.97 .78 79.40% 
 Total 25 0 - 25 20.60 2.70 82.40% 
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Table-4.6: Overall Posttest Knowledge Score 
Table 4.6 shows, post-test percentage of knowledge of minor 
disorders of newborn among post natal mothers overall post-test 
percentage of knowledge score is 82.40% among postnatal mothers. 
 
Table 4.7: Posttest Level of Knowledge 
Level of  knowledge No. of mothers Percentage 
Inadequate knowledge 0 0.0% 
Moderate knowledge 11 18.3% 
Adequate knowledge 49 81.7% 
Total 60 100% 
Table 4.7 shows the posttest level of knowledge of minor 
disorders of newborn among post natal mothers. In general none of the 
mothers were having inadequate knowledge and 18.3% of them having 
moderate knowledge and 81.7% of them were having adequate 
knowledge. 
 
No. of 
questions 
Min – Max 
score 
knowledge score 
Mean ±SD 
score 
% 
Overall score 25 0 -25 20.60±2.70 82.40% 
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SECTION-C: DATA ON COMPARISON OF PRE 
ASSESSMENT AND POST ASSESSMENT KNOWLEDGE   OF 
MINOR DISORDERS OF NEWBORN AMONG POSTNATAL 
MOTHERS  
Table-4.8: comparison of pretest and posttest knowledge score 
Table 4.8 shows the comparison of pretest  and posttest 
knowledge score on minor disorders of newborn  among post natal 
mothers. 
s.no 
Knowledge 
on 
Pretest Posttest 
Mean 
Difference 
Student’s 
paired 
t-test Mean SD Mean SD 
1 Vomiting 2.25 .93 4.28 1.06 2.03 
t=13.88 
P=0.001 
*** 
DF= 59 , 
Significant 
2 Diarrhoea 2.28 .80 4.13 1.11 1.85 
t=12.82 
P=0.001 
*** 
DF= 59 , 
Significant 
3 Constipation 2.55 .93 4.15 .90 1.6 
t=10.36 
P=0.001 
***  
DF= 59 , 
Significant 
4 
Napkin 
Rashes 
2.10 .73 4.07 .90 1.97 
t=14.41 
P=0.001 
*** 
DF= 59 , 
Significant 
5 
Physiological 
jaundice 
1.60 .87 3.97 .78 2.37 
t=16.15 
P=0.001 
*** 
DF= 59 , 
Significant 
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Knowledge regarding 
Vomiting, in pretest, mothers were having 2.25 score where as in 
posttest they were having 4.28 score. Difference is 2.03. This difference 
is large and it is statistically significant.  
Diarrhoea, in pretest, mothers were having 2.28 score whereas in 
posttest they were having 4.13 score. Difference is 1.85. This difference 
is large and it is statistically significant.  
Constipation, in pretest, mothers were having 2.55 score whereas 
in posttest they were having 4.15 score. Difference is 1.60. This 
difference is large and it is statistically significant.  
Napkin Rashes, in pretest, mothers were having 2.10 score 
whereas in posttest they were having 4.07 score. Difference is 1.97. This 
difference is large and it is statistically significant. 
Physiological jaundice, in pretest, mothers were having 1.60 
score whereas in posttest they were having 3.97 score. Difference is 
2.37. This difference is large and it is statistically significant.  
Significance of difference between pretest and posttest score was 
calculated using student paired t-test. 
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Table-4.9: Comparison of overall knowledge score before and  after  
planned teaching programme 
 
No. of 
postnatal 
mothers 
Pretest 
Mean± 
SD 
Posttest 
Mean±SD 
Mean 
difference 
Mean±SD 
Student’S       
paired 
t-test 
Overall 
Knowledge 
Score 
60 
10.78 ± 
2.94 
20.60 ± 
2.70 
9.82 ± 
2.57 
t=29.532 
P=0.001*** 
DF = 59, 
significant 
*** very high significant at   P≤0.001  
Table 4.9 shows the comparison of overall knowledge score, 
before and after the administration of Planned teaching programme. 
On an average postnatal mothers were improved their knowledge from 
10.78 to 20.60 after the administration of PTP. Pretest they were able to 
answer only 11 questions before administration of PTP, after 
administration of PTP they were able to answer upto 21 questions. Due 
to PTP they were able to answer 10 more questions correctly. This 
difference is statistically significant. Statistical significance was 
calculated by using student‟s paired „t‟test.  
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Table-4.10: Each domain wise pretest and posttest percentage of 
knowledge 
Table 4.10 shows each domain wise knowledge gain score on 
knowledge regarding minor disorders of new born among postnatal 
mothers. 
s. 
No 
Domains 
Posttest 
Knowledge 
Pretest 
knowledge 
Percentage  of 
knowledge gain 
1 Vomiting 85.60% 45.00% 40.60% 
2 Diarrhoea 82.60% 45.60% 37.00% 
3 Constipation 83.00% 51.00% 32.00% 
4 Napkin Rashes 81.40% 42.00% 39.40% 
5 Physiological 
jaundice 79.40% 32.00% 47.40% 
 Overall 82.40% 43.12% 39.28% 
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Table-4.11: Comparison of pretest and posttest level of knowledge 
score 
Level of 
knowledge 
Pretest Posttest Generalized 
McNemar’s test n % N % 
Inadequate 
knowledge 
46 76.7% 0 0.0% 
2=54.76 
P=0.001***(S) 
Moderate 
knowledge 
14 23.3% 11 18.3% 
Adequate 
knowledge 
0 0.0% 49 81.7% 
Total 60 100.0% 60 100.0%  
***significant at p<0.001 level 
Table 4.11 shows the pretest and post-test level of knowledge 
score of minor disorders of newborn among postnatal mothers  
Before PTP, 76.7% of the mothers were having inadequate level 
of knowledge score, 23.3% of them having moderate level of knowledge 
score and none of them were having adequate level of knowledge score. 
After PTP, none of the mothers were having inadequate level of 
knowledge score, 18.3% of them having moderate level of knowledge 
score and 81.7% of them were having adequate level of knowledge 
score. 
Level of knowledge gain of between pretest and posttest was 
calculated using Generalised McNemar‟s chisquare test.  
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SECTION-D: EFFECTIVENESS OF PLANNED TEACHING 
PROGRAMME ON SELECTED MINOR DISORDERS OF 
NEWBORN AMONG POSTNATAL MOTHERS.  
Table-4.12: Effectiveness of planned teaching program and 
generalization of knowledge score 
 
Max 
score 
Mean 
score 
Mean Difference of 
knowledge gain 
score with 95% 
Confidence interval 
Percentage  
Difference of 
knowledge gain score 
with 95% Confidence 
interval 
Pretest 25 10.78 
9.82(9.15 – 10.48) 
39.28%   
(36.60% –41.92%) Posttest 25 20.60 
Table 4.12 shows the effectiveness planned teaching programme 
on knowledge of minor disorders of newborn among postnatal mothers 
admitted in postnatal ward at  Institute of obstetrics and gynaecology 
and  government  hospital  for women and children at Egmore in 
Chennai. On an average, in posttest after having PTP, mothers are 
gained 39.28%  more knowledge score than  pretest score.  
Differences and generalization of knowledge gain score between 
pretest and posttest score was calculated using and mean difference with 
95% CI and   proportion with 95% CI. 
 50 
SECTION-E: ASSOCIATION BETWEEN THE LEVEL OF 
PRETEST AND POSTTEST KNOWLEDGE WITH THE 
DEMOGRAPHIC VARIABLES OF POSTNATAL MOTHERS.   
Table-4.13: Association between pretest level of knowledge and their 
demographic variables 
Demographic variables 
Pre-test level of knowledge score 
Total 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Educational 
status of 
the mother 
No formal 
education 
11 84.6% 2 15.4% 0 0.0% 13 
2=5.31 
P=0.15 
(NS) 
Primary 
school 
14 77.8% 4 22.2% 0 0.0% 18 
Higher 
secondary 
school 
14 87.5% 2 12.5% 0 0.0% 16 
Graduate 7 53.8% 6 46.2% 0 0.0% 13 
Occupation Houser wife 32 82.1% 7 17.9% 0 0.0% 39 
2=7.02 
P=0.07 
(NS) 
Self 
employee 
8 80.0% 2 20.0% 0 0.0% 10 
Professional 2 33.3% 4 66.7% 0 0.0% 6 
Coolie 4 80.0% 1 20.0% 0 0.0% 5 
Monthly 
income 
< Rs.2101 15 83.3% 3 16.7% 0 0.0% 18 
2=1.68 
P=0.64 
(NS) 
Rs.2102 – 
Rs. 6297 
19 79.2% 5 20.8% 0 0.0% 24 
Rs.6298 -- 
Rs.10495 
7 63.6% 4 36.4% 0 0.0% 11 
> Rs.10496 5 71.4% 2 28.6% 0 0.0% 7 
Religion Hindu 35 74.5% 12 25.5% 0 0.0% 47 
2=1.10 
P=0.57(NS) 
Muslim 3 100.0% 0 0.0% 0 0.0% 3 
Christian 8 80.0% 2 20.0% 0 0.0% 10 
Residence Rural 12 80.0% 3 20.0% 0 0.0% 15 2=0.43 
P=0.80 
(NS) 
Urban 30 76.9% 9 23.1% 0 0.0% 39 
Semi urban 4 66.7% 2 33.3% 0 0.0% 6 
Age of the 
child 
0 -3 days 29 74.4% 10 25.6% 0 0.0% 39 
2=0.78 
P=0.67 
(NS) 
4 -6 days 15 78.9% 4 21.1% 0 0.0% 19 
6 -9 days 2 100.0% 0 0.0% 0 0.0% 2 
9 -12 days 0 0.0% 0 0.0% 0 0.0% 0 
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Demographic variables 
Pre-test level of knowledge score 
Total 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Age of the 
mother 
18 -21 years 18 69.2% 8 30.8% 0 0.0% 26 
2=2.02 
P=0.56 
(NS) 
22 - 25years 20 83.3% 4 16.7% 0 0.0% 24 
25 – 29 
years 
6 75.0% 2 25.0% 0 0.0% 8 
> 29 years 2 100.0% 0 0.0% 0 0.0% 2 
Mode of 
delivery 
Normal 
vaginal 
delivery 
26 68.4% 12 31.6% 0 0.0% 38 
2=4.16 
P=0.12 
(NS) 
LSCS 16 88.9% 2 11.1% 0 0.0% 18 
Forceps 
delivery 
4 100.0% 0 0.0% 0 0.0% 4 
Outside 
delivery 
0 0.0% 0 0.0% 0 0.0% 0 
Weight of 
the baby 
2 kg to 2.4 
kg 
4 80.0% 1 20.0% 0 0.0% 5 
2=0.24 
P=0.97 
(NS) 
2.5kg to 
2.8 kg 
18 78.3% 5 21.7% 0 0.0% 23 
2.9 kg to 
3.4 kg 
22 75.9% 7 24.1% 0 0.0% 29 
More than 
3.5kg 
2 66.7% 1 33.3% 0 0.0% 3 
Table 4.13 shows the association between  pretest level of 
knowledge and their demographic variables None of the demographic 
variables were significantly associated with their pretest level of 
knowledge score. Statistical  significance was calculated using pearson 
chi square test. 
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Table-4.14: Association between Posttest Level of Knowledge and their 
Demographic Variables 
Demographic variables 
Post test level of Knowledge score 
Total 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Educational 
status of 
the mother 
No formal 
education 
0 0.0% 5 38.5% 8 61.5% 13 
2=9.06 
P=0.03* 
(S) 
Primary 
school 
0 0.0% 5 27.8% 13 72.2% 18 
Higher 
secondary 
school 
0 0.0% 1 6.3% 15 93.7% 16 
Graduate 0 0.0% 0 0.0% 13 100.0% 13 
Occupation Houser wife 0 0.0% 6 15.3% 33 84.7% 39 
2=4.05 
P=0.25 
(NS) 
Self-
employee 
0 0.0% 3 30.0% 7 70.0% 10 
Professional 0 0.0% 0 0.0% 6 100.0% 6 
Coolie 0 0.0% 2 40.0% 3 60.0% 5 
Monthly 
income 
< Rs.2101 0 0.0% 7 38.9% 11 61.1% 18 
2=7.82 
P=0.05* 
(S) 
Rs.2102 – 
Rs. 6297 
0 0.0% 3 12.5% 21 87.5% 24 
Rs.6298 -- 
Rs.10495 
0 0.0% 1 9.1% 10 90.9% 11 
> Rs.10496 0 0.0% 0 0.0% 7 100.0% 7 
Religion Hindu 0 0.0% 9 19.1% 38 80.9% 47 
2=0.93 
P=0.62  
(NS) 
Muslim 0 0.0% 1 33.3% 2 66.7% 3 
Christian 0 0.0% 1 10.0% 9 90.0% 10 
Residence Rural 0 0.0% 6 40.0% 9 60.0% 15 
2=6.73 
P=0.03* 
(S) 
Urban 0 0.0% 4 10.3% 35 89.7% 39 
Semi urban 0 0.0% 2 33.3% 4 66.7% 6 
Age of the 
child 
0 -3 days 0 0.0% 7 17.9% 32 82.1% 39 
2=0.54 
P=0.76 
(NS) 
4 -6 days 0 0.0% 4 21.1% 15 78.9% 19 
6 -9 days 0 0.0% 0 0.0% 2 100.0% 2 
9 -12 days 0 0.0% 0 0.0% 0 0.0% 0 
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Demographic variables 
Post test level of Knowledge score 
Total 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Age of the 
mother 
18 -21 years 0 0.0% 9 34.6% 17 65.4% 26 
2=8.45 
P=0.03*(S) 
22 - 25years 0 0.0% 2 8.3% 22 91.7% 24 
25 – 29 
years 
0 0.0% 0 0.0% 8 100.0% 8 
> 29 years 0 0.0% 0 0.0% 2 100.0% 2 
Mode of 
delivery 
Normal 
vaginal 
delivery 
0 0.0% 7 18.4% 31 81.6% 38 
2=1.08 
P=0.58 
(NS) 
LSCS 0 0.0% 4 22.2% 14 77.8% 18 
Forceps 
delivery 
0 0.0% 0 0.0% 4 100.0% 4 
Outside 
delivery 
0 0.0% 0 0.0% 0 0.0% 0 
Weight of 
the baby 
2 kg to 2.4 
kg 
0 0.0% 1 20.0% 4 80.0% 5 
2=0.80 
P=0.84(NS) 
2.5kg to 2.8 
kg 
0 0.0% 4 17.4% 19 82.6% 23 
2.9 kg to 
3.4 kg 
0 0.0% 6 20.7% 23 79.3% 29 
More than 
3.5kg 
0 0.0% 0 0.0% 3 100.0% 3 
Table no 4.14 shows the association between post-test level of 
knowledge and their demographic variables.   More educated mothers, 
Urban area mothers, more income mothers, Elder age mothers  were  
gained more knowledge score than others. Statistical significance was 
calculated using pearson chi square test.  
 54 
Table-4.15: Association between Knowledge Gain Score and 
Demographic Variables 
Demographic  
variables 
Knowledge gain score 
Total 
Oneway 
ANOVA 
F-test/t-
test 
Pre test Post test 
Gain 
score=Post-
Pre 
Mean SD Mean SD Mean SD 
Educational 
status of 
the mother 
No formal 
education 
10.08 2.78 19.3 2.16 9.22 3.38 13 
F=2.81 
P=0.04* 
(S) 
Primary 
school 
10.78 2.76 19.72 2.42 8.94 1.73 18 
Higher 
secondary 
school 
10.13 2.70 20.94 2.77 9.81 2.46 16 
Graduate 12.31 3.35 22.23 1.92 10.92 2.63 13 
Occupation Houser wife 10.64 2.76 20.31 2.54 9.67 2.57 39 
F=0.54 
P=0.65 
(NS) 
Self 
employee 
9.20 2.74 19.80 3.01 10.60 2.67 10 
Professional 14.00 2.45 24.17 .98 10.17 1.83 6 
Coolie 11.20 2.95 20.20 1.79 9.00 3.46 5 
Monthly 
income 
< Rs.2101 10.33 3.27 18.22 1.77 7.89 2.59 18 
F=4.07 
P=0.01** 
(S) 
Rs.2102 – 
Rs. 6297 
10.54 2.75 18.75 2.86 8.21 2.98 24 
Rs.6298 -- 
Rs.10495 
11.91 2.51 22.36 3.44 10.45 2.25 11 
> Rs.10496 11.00 3.46 22.86 3.08 11.86 1.35 7 
Religion Hindu 10.83 3.07 20.79 2.76 9.96 2.66 47 
F=0.35 
P=0.70(NS) 
Muslim 9.67 2.08 19.33 3.06 9.67 1.53 3 
Christian 10.90 2.69 20.10 2.42 9.20 2.49 10 
Residence Rural 10.67 2.41 19.20 2.51 8.53 2.03 15 
F=3.96 
P=0.02* 
(S) 
Urban 10.77 3.06 21.29 2.91 10.52 2.42 39 
Semi urban 11.17 3.76 20.81 1.79 9.64 3.07 6 
Age of the 
child 
0 -3 days 10.00 2.79 20.44 2.77 10.44 2.46 39 
F=0.54 
P=0.76 
(NS) 
4 -6 days 10.63 3.24 20.63 2.59 10.00 2.08 19 
6 -9 days 9.00 2.83 23.50 1.71 14.50 3.54 2 
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Demographic  
variables 
Knowledge gain score 
Total 
Oneway 
ANOVA 
F-test/t-
test 
Pre test Post test 
Gain 
score=Post-
Pre 
Mean SD Mean SD Mean SD 
Age of the 
mother 
18 -21 years 11.23 3.00 19.31 2.65 8.08 2.63 26 
F=2.84 
P=0.05* 
(S) 
22 - 25years 10.63 2.48 19.76 2.44 9.13 2.74 24 
25 – 29 
years 
10.13 4.12 20.91 3.82 10.78 2.26 8 
> 29 years 9.50 3.54 20.82 2.12 11.32 1.41 2 
Mode of 
delivery 
Normal 
vaginal 
delivery 
11.11 3.29 20.58 2.86 9.47 2.59 38 
F=1.05 
P=0.35 
(NS) 
LSCS 10.39 2.17 20.67 2.70 10.28 2.65 18 
Forceps 
delivery 
9.50 2.38 20.50 1.00 11.00 1.83 4 
Outside 
delivery 
. . . . . . 0 
Weight of 
the baby 
2 kg to 2.4 
kg 
11.00 2.65 20.40 2.61 9.40 .89 5 
F=0.90 
P=0.45 
(NS) 
2.5kg to 2.8 
kg 
10.39 2.97 20.74 2.58 10.35 2.85 23 
2.9 kg to 
3.4 kg 
10.97 3.08 20.62 2.96 9.66 2.30 29 
More than 
3.5kg 
11.67 2.89 19.67 2.08 8.00 4.58 3 
Table no 4.15 shows the association between  level of knowledge 
gain score  and their demographic variables.   More educated mothers, 
Urban area mothers, more income mothers, Elder age  mothers  were  
gained more knowledge score than others. Statistical significance was 
calculated using one way analysis of variance F-test and student 
independent t-test. 
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CHAPTER-V 
DISCUSSION 
This chapter deals with the discussion of the results of the data 
analyzed based on the objectives of the study and the hypothesis. The 
purpose of the study is “To evaluate the effectiveness of (PTP) on 
knowledge of selected minor disorders of newborn among postnatal 
mothers in Institute of Obstetrics and Gynaecology, Egmore”.  
Findings based on the objectives 
Objective-1: To assess the pretest knowledge of postnatal mothers 
regarding selected minor disorders of newborn.  
In assessing the pretest percentage of knowledge regarding  
selected minor disorders of  newborn among postnatal  mothers, each 
domain the mother‟s has scored  percentage of vomiting (45%), diarrhea 
(45.60%), constipation (51.00 %), napkin rashes (42.00%), 
physiological  jaundice (32.00%), they are having maximum  knowledge  
in constipation of (51.00%) and minimum knowledge  score in 
physiological jaundice (32.00%). Overall pretest percentage of 
knowledge score is (43.12 %) among postnatal  
The study findings revealed that the level of knowledge of minor 
disorders of newborn  among 60  post natal mothers who met in the 
inclusion criteria and  mothers were observed with the structured 
questionnaire and responses. In pretest, considering the level of 
knowledge of minor disorders of newborn   among postnatal mothers 46 
(76.7%)  were having adequate knowledge and 14(23.3%) were having 
moderate knowledge and none of them were  having adequate 
knowledge score. There is no statistically significant difference of 
knowledge score. 
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The above findings were supported by the study conducted by the 
author Venu.A.S, NaveenKumar P.R,et,al., (2016) . Their study results 
shows, the majority of the postnatal mothers had average pretest 
knowledge scores that is 29 (99%) and average knowledge and 1(1%) 
had poor knowledge regarding common minor neonatal problems and its 
management. 
Objective-2: To assess the effectiveness of planned teaching 
programme on selected minor disorders of newborn among postnatal 
mothers.  
In assessing the posttest percentage of knowledge  regarding  
selected minor disorders of  newborn among postnatal  mothers, each 
domain the mother‟s has scored  percentage of vomiting (85.60%), 
diarrhea (82.60%), constipation (83.00 %), napkin rashes (81.40%), 
physiological  jaundice (79.40%), they are having maximum  knowledge  
in vomiting  (85.60%) and minimum knowledge  score in physiological 
jaundice (79.40%). Overall posttest percentage of knowledge score is 
(82.40 %) among postnatal mothers. 
In posttest, considering the level of knowledge of minor disorders 
of newborn among postnatal mothers, none are having inadequate level 
of knowledge, 11(18.3%) of them are having moderate level of 
knowledge and 49(81.7%) of them are having adequate level of 
knowledge score. 
The study compared overall pre-test and post-test level of 
knowledge. In considering the pre-test, mean value mothers had 10.78 
score, whereas in post-test the mothers has 20.60 score, so the mean 
difference is 9.82, hence the difference between pretest and posttest 
score is large and it is statistically significant. Statistical significance 
was calculated by using paired t test.  
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To evaluate the effectiveness of planned teaching programme the 
pretest and posttest values are compared. The calculated„t‟ value is 
greater than the tabulated value at 5% level of significance. It shows that 
the teaching was effective. 
The above findings were supported by the study conducted by the 
author Venu.A.S, NaveenKumar P.R,et,al., (2016). Their study results 
shows that the mean knowledge scores in pre-test were 1.32 and SD was 
0.469 and in post-test mean was 1.52 and SD was 0.499. So, it is evident 
that mean post-test knowledge score of primi mothers were significantly 
greater than their mean pre-test knowledge score. t‟ {1199} = 10.572 at P 
< .005 level of significance. 
Thus, hypothesis H1 states, there is a significant difference 
between the pretest and posttest level of knowledge on selected minor 
disorders of newborn among postnatal mothers was accepted 
Objective-3: To determine the association between pretest and posttest 
knowledge scores on selected minor disorders of newborn with their 
selected demographic variables. 
In considering the mother‟s education status, more educated 
mothers have 10.92 % gained knowledge score. P value is 0.04. This is 
statistically significant. 
In considering the monthly income, more than Rs.10496 groups of 
family getting 11.86%, and Rs.6298 – Rs.10495 groups of family getting 
10.45% were gained knowledge score.This is statistically significant.  
In considering the residence, urban people have 10.52% gained 
knowledge score. This is also statistically significant.  
In considering the age of the mother, more than 29 years of age 
group were gained knowledge score of 11.32% and 25 – 29 years of age 
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group were gained knowledge score of  10.78%. This is statistically 
significant. 
The study associated between the post-test level of knowledge on 
minor disorders of new-born among postnatal mothers with their 
demographic variables is statistically significance was calculated by 
using one way ANOVA F test and student independent t -test. 
Thus the hypothesis H2 which states that there is a significant 
association between the effectiveness of planned teaching programme on 
knowledge of minor disorders of newborn among postnatal mothers with 
their selected demographic variables such as more educated mothers, 
urban area mothers, more income group mothers, elder age mothers had 
gained more knowledge score than the others. None of the other 
variables are not significant. Hence the H2 was accepted. 
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CHAPTER-VI 
SUMMARY, IMPLICATION, LIMITATION, 
RECOMMENDATION AND CONCLUSION  
This chapter deals with summary, implications, limitations, 
recommendations and conclusion of the study.  
6.1 SUMMARY 
The study to assess the effectiveness of PTP on knowledge of 
minor disorders of newborn among postnatal mothers were  conducted in 
the Institute of Obstetric and Gynaecology and Government Hospitals 
for Women and Children at Chennai. The study was conducted in 
postnatal ward for a period of 4 weeks. The aim of the study was to 
assess the level of knowledge among postnatal mothers regarding minor 
disorders of newborn before and after giving the planned teaching 
program. A conceptual framework for this study was adapted by 
Wiedenbach Helping art theory. The first part of the study was involved 
with instruments developed based on the findings from a quantitative 
study. Semi-structured questionnaires were developed. A pilot study was 
done to assess the feasibility of the study and necessary changes were 
adopted after pilot study reliability of the tool was assessed by using 
Test – retest method. Knowledge score reliability correlation coefficient 
value is 0.86. The investigators were chosen for the pre experimental 
study, one group pretest and post-test design. The subjects were selected 
using convenient sampling technique. Subject‟s knowledge was assessed 
before giving the planned teaching program.  
6.2 MAJOR FINDING OF THE STUDY 
6.2.1. Based on demographic findings 
 With regard to educational status of the mother, majority of 
postnatal mothers (30.0%) were in primary school education and 
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minority (21.7 %) were in the no formal education and also 
belongs to Graduate group people. 
 Regarding occupation, majority of the postnatal mothers (65%) 
were belongs to house wife and lower most (8.3%) were coolie.  
 About monthly income, majority of the postnatal mothers 
(40.0%) were belongs to categories of Rs, 2102 – Rs. 6297 and 
(11.7%) were lowest categories of more than Rs. 10496. 
 With regard to religion majority of the highest group postnatal 
mothers (78.3%) were belongs to Hindu group family, and the 
lowest group (5.0 %) were belong to Christian family.  
 With regard to place of residence, the majority of the postnatal 
mothers (65%) were urban and   (10%) were semi urban .  
 Regarding age of the child, majority highest group of the 
neonates belongs to the postnatal mother neonates were 0 – 3 days 
are (65.0%) and   lowest age group of neonates were 6 – 9 days 
were (3.3%) 
 Regarding age  of the mothers,  majority of the  postnatal 
mothers were 18 – 21 years  of the age were (43.3%) and   the  
lowest age group were more than  29 years of the age are (3.3%)  
 With regard to mode of delivery, the majority of postnatal 
mothers (63.3%) were normal vaginal delivery and least group of 
postnatal mothers (6.7 %) were forceps delivery.  
6.2.2. Before PTP 
Before planned teaching programme 76.7% of the mothers were 
having inadequate level of knowledge score, 23.3% of them having 
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moderate level of knowledge score and none of them are having 
adequate level of knowledge score. 
After PTP 
After planned teaching programme none of the mothers  are 
having inadequate level of  knowledge score, 18.3% of them having 
moderate  level of knowledge score and 81.7% of them are having 
adequate level of knowledge score  
6.2.3. Based on comparison between pretest and posttest using paired 
t-test 
The study compared that the pretest and posttest level of 
knowledge score on minor disorders of newborn among postnatal  
mothers. 
Knowledge regarding  
Vomiting, in pretest, mothers  are having 2.25  score whereas in 
posttest they are having 4.28 score. Difference is 2.03. This difference is 
large and it is statistically significant.  
Diarrhoea, in pretest , mothers are having 2.28  score whereas in 
posttest they are having 4.13 score. Difference is 1.85. This difference is 
large and it is statistically significant.  
Constipation, in pretest , mothers are having 2.55  score whereas 
in posttest they are having 4.15 score. Difference is 1.60. This 
difference is large and it is statistically significant.  
Napkin Rashes, in pretest , mothers are having 2.10 score 
whereas in posttest they are having 4.07 score. Difference is 1.97. This 
difference is large and it is statistically significant. 
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Physiological jaundice, in pretest , mothers are having 1.60  
score whereas in posttest they are having 3.97 score. Difference is 2.37 . 
This difference is large and it is statistically significant.  
Significance of difference between pretest and posttest score was 
calculated using student paired t-test. 
6.2.4. Findings based on effectiveness of PTP among postnatal 
mothers 
The study revealed that the effectiveness planned teaching 
programme on knowledge of minor disorders of newborn among 
postnatal mothers admitted in postnatal ward at Institute of Obstetrics 
and Gynaecology and Government Hospital for Women and Children at 
Egmore in Chennai. In posttest after having PTP, mothers are gained 
39.28% more knowledge score than pretest score. Differences and 
generalization of knowledge gain score between pretest and posttest 
score was calculated using and mean difference with 95% CI 
(confidence interval) and   proportion with 95% CI (confidence 
interval), none of the mothers are inadequate knowledge, statis tically 
shows overall knowledge in posttest score is 82.40%.  
6.2.5. Findings based on association between posttest level of 
knowledge and their demographic variables 
In education status of the mothers, graduate‟s gained more 
knowledge score about 100.0%, and no formal education group gained 
knowledge  score of 61.5%, P value is 0.03, hence its statistically 
significant. 
In place of living, postnatal mothers living in Urban area gained 
more knowledge score about 89.7%, and those living in rural area 
gained knowledge score of 60.0%,    P value is 0.03, hence its 
statistically significant. 
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In monthly family income, more than Rs.10496 gained more 
knowledge score about 100.0%, and those income of less than Rs.2101 
gained knowledge score of 61.1%, P value is 0.05,  hence its statistically 
significant 
In considering the age, above 25 years of age group gained more 
knowledge score about  100.0% , more than 18 years  of age group 
gained knowledge  score of 65.4%,      P value is 0.03, hence its 
statistically significant. 
6.3 IMPLICATION OF THE STUDY 
The findings of the study have implications in various areas of 
Nursing like, Nursing Administration, Nursing practice, Nursing 
research and Nursing education, regarding increase in the knowledge of 
minor disorders of newborn  among  postnatal    mothers. 
6.3.1 Nursing education 
Providing planned teaching programme must be emphasized in the 
nursing curriculum, so that the nursing students will be aware of the 
importance of providing knowledge through PTP regarding minor 
disorders of newborn. It is one of the inexpensive measures one can easy 
to administer in the practice. This non- pharmacological management 
should be create awareness among the students through seminars and 
workshops. Benefits of this intervention and condition to apply this 
intervention clearly taught to the midwifery nursing students both 
diploma and graduate level. Health education programmes can be 
conducted by the students to the dais and village health nurse regarding 
importance of identification of minor disorders and its preventive 
measures, so that they can early hospitalized the newborn in order  to 
reduce neonatal morbidity and mortality rate.  
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6.3.2. Nursing Practice 
Unrealistic fears based on misinformation and misconception can 
be prevented by factual information and knowledge. The personnel are 
in the best position impart the PTP in the hospital. So they should plan 
and impart PTP according to the need of  primi mothers. Nursing 
personnel should be given in- service education to update their 
knowledge regarding prevention and management of minor disorders.  
6.3.3. Nursing Administration 
The quality of health care services mainly depends on the good 
administration. The good administrator role implication of the effective 
communication and updating knowledge. The administrator can arrange 
the in- service education programme and nursing conferences to 
promote this intervention of prevention and management of minor 
disorders of newborn. The community health administrator can also 
communicate this method to the village health nurses and dais.  
6.3.4. Nursing Research 
Research should be continued on need of the practices and method 
of teaching focusing on prevention and management of selected minor 
disorders of newborn. 
6.4. LIMITATION 
This study is limited to the primi  postnatal mothers who are in 
the selected setting. Generalization is limited to selected setting include 
in the study. An increase sample size and duration of the study would be 
an over all measure to assess the effectiveness of planned teaching 
programme. 
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6.5. RECOMMENDATION  
1) The administration of PTP during antenatal period by the health 
professional can be very effective. 
2) The village health nurse can conduct the educational programme 
on neonatal minor disorders during their postnatal visit.  
3) The nursing students in their posting they can create awareness 
regarding prevention and management of minor disorders of 
newborn. 
6.6 CONCLUSION  
The findings of the study recommended that the prevention and 
management of selected minor disorders of newborn. Special health 
education related to the prevention and management of selected minor 
disorders and early hospitalization and prevents the occurrence of 
neonatal complications. Educating mothers and providing them correct 
information can help them to alleviate the fear and more effectiveness 
on mothers knowledge of hygiene and preventive measures, neonatal 
complications and follow up care during post natal period. The present 
study proved that planned teaching programme was effective among the 
postnatal mother. 
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SEMI STRUCTURE QUESTIONNAIRE 
TOOL-I   DEMOGRAPHIC VARIABLE 
 
Instructions to the Participant You are requested to provide certain information about yourself, 
kindly give (   ) mark  the correct response.The information  given by you will be kept 
confidential  and used only for study purpose.  
 
1. Educational status of the mother  
a. No formal education  
b. Primary school 
c. Higher secondary school 
d. Graduate 
2. Occupation 
a. House wife 
b. Self employee 
c. Professional 
d. Coolie. 
3.Monthly income 
a. less than equal to 2101 
b. Rs.2102 – Rs. 6297 
c. Rs.6298 -- Rs.10495 
d. more than  Rs.10496 
4.Religion 
a. Hindu 
b. Muslim 
c. Christian 
5. Residence 
a. Rural 
b. Urban 
c. Semi urban 
6.Age of the child 
a. 0 – 3 days 
b. 3 – 6 days 
c. 6 – 9days 
d. 9 – 12days 
7. Age of the mother 
a. 18 -21 years 
b. 22 - 25years 
c. 25 – 29 years 
d. more than 29 years 
 
 8.  Mode of delivery 
a. Normal vaginal delivery 
b. LSCS 
c. Forceps delivery 
d. Outside delivery 
9. Weight of the baby 
a. 2 kg to 2.4 kg 
b.  2.5kg to 2.8 kg 
c. 2.9 kg to 3.4 kg 
d. More than 3.5kg 
 
 
TOOL-II    SEMI STRUCTURED INTERVIEW SCHEDULE  ON KNOWLEDGE          
               REGARDING  MINOR DISORDERS OF NEWBORN 
 
 
 
1.What is vomiting? 
a. Bring out  liquid(milk )soon after feeds 
b. Bring out saliva soon after feeds 
c. Bring out air soon after feeds 
d. Don’t know 
2. What are the causes of vomiting? 
a. Inadequate breast milk 
b. Faulty feeding technique 
c. Difficulty in breathing 
d. Don’t know 
3.What are the following action to be done after feeding? 
a. Initiate the baby to sleep 
b. Keep the baby to be happy 
c. Wipe the baby ‘s mouth and burp the baby 
d. Don’t know 
4.How to prevent vomiting? 
a. Proper feeding technique & leave the baby in the cradle 
b. Make to sit upon  the lap  & burp for 5 to 10 min after feed 
c. Make to put prone position & burp for 5 to 10 min after feed 
d. Don’t know 
 
 
  
5.What you will do for prevention of aspiration? 
a. Holding the baby upright position 
b. Holding the baby forward position 
c. Change alternate supine & prone position. 
d. Don’t know 
 
6.What is Diarrhoea? 
a. Loose watery stools(6) and more times 
b. Loose watery stools once 
c. Mucus in the stool 
d. Blood in the stool 
7.What. causes diarrhoea? 
a. Bottle feeding 
b. Breast feeding 
c. Intake of warm water 
d. Don’t know 
8. Which one of the following is the risk factor for diarrhea? 
a. Inadequate ventilation 
b. Over crowding 
c. Poor hygienic practice 
d. Don’t know 
9.What should you do for diarrhea? 
a. Give liquids (warm water) 
b. Give  grape water 
c. Give breast milk 
d. Don’t know 
10.Which one of the following is the ill effect of bottle feeding? 
a. Baby will develop abdominal pain. 
b. Baby will develop constipation 
c. Baby will develop diarrhea 
d. Don’t know 
11.What is constipation? 
a. Baby pass soft stool 
b. Baby pass hard & dry stool 
c. Baby pass semi solid stool 
d. Don’t know 
 
 
 
12.What are the causes for constipation? 
a. Inadequate Breast feeding 
b. Inadequate artificial feeding 
c. More sleep 
d. Don’t know 
13.Which one is preferred food to newborn babies during constipatiuon? 
a. Breast milk 
b. Cow milk 
c. Goat milk 
d. Don’t know 
 
14.What are the preventive measures for constipation? 
a. To give medicated laxative 
b. To give more breast milk 
c. To give bottle milk 
d. Don’t know 
 
15. How will you manage severe constipation? 
a. To be treated by grand mother 
b. To be treated in hospital 
c. To be treated in home itself 
d. Don’t know 
.  
16.What is mean by napkin rashes? 
a. It is a form of contact dermatitis 
b. It is produced by heat 
c. It occurs due to unhygienic practice 
d. Don’t know 
 
17.What are the causes of napkin rashes? 
a. Prolonged contact with urine and faces 
b. Tight fitting diapers 
c. Infections 
d. Don’t know 
18.How will you manage the napkin rashes? 
a. Clean ,dry , expose to air& apply coconut oil. 
b. Clean and apply talcum powder 
c. After cleaning the motion apply dressing 
d. Don’t know 
 
 
  
19.How many times you change the napkin or diaper in a day? 
a. Three times in a day 
b. Four times in a day 
c. Whenever wetness is found 
d. Don’t know 
 
20.What are the home care for napkin rashes? 
a. Keep the skin dry 
b. Skin should not be in contact with urine & stool for long times 
a. Wash the napkin area  with warm water 
b. All the above. 
21.What is physiological jaundice? 
a. Yellow discolouration  all over the baby 
b. Yellow discolouration found only on the eye 
c. Yellow discolouration  found in palms & soles. 
d. Don’t know 
 
22.When do physiological jaundice develop? 
a. 2 to 9 days 
b. 9 to 16 days 
c. 16 to 23 days 
d. Don’t know 
23.How to manage the baby with physiological jaundice? 
a. Expose the baby to  early morning sunlight for about 10 to 20 min 
b. Expose the baby to sunlight for about 10 to 20 min after 10 am 
c. Can expose the baby to sunlight at any time. 
d. Don’t know 
24.What are the dangerous effect of jaundice that need medical consultation? 
a. Persisting  jaundice more than 14 days 
b. Passing dark coloured urine 
c. Passing pale or chalky white coloured stool 
d. Above the all. 
25. What measures  the mother has to take care of physiological jaundice occur? 
a. Provide more breast milk   
b. Expose the baby to early morning sunlight 
c. Routinely monitor the baby skin, sclera, stool & urine. 
d. Above the all. 
 
 
KEY ANSWER 
 
1. 
 
 
a. 6. a. 11. b. 16. c. 21. a. 
2. b. 
 
 
7. a. 12. a. 17. a. 22. b. 
3. c. 
 
 
8. c. 13. a. 18. a. 23. a. 
4. b. 9. c. 14. b. 19. c. 24. d. 
5. a. 10. c. 15. b. 20. d. 25. d. 
e.  
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jhŒkh®fË‹ Ra Égu« 
jhŒkh®fis g‰¿a jftšfis Ñœf©lt‰¿š cŸs 
nfŸÉfËš c§fsJ Égu§fis () ïªj F¿p£oš F¿¡fî«. 
1) jhÆ‹ fšÉ Ãiy 
m) go¡fÉšiy  
M) Mu«g¡fšÉ    
ï) ca®Ãiy¡ fšÉ  
<) fšÿÇ go¥ò  
2) bjhÊš 
m) ïšy¤juá  
M) Ra CÊa®    
ï) bjhÊšKiw  
<) TÈ  
3) khj tUkhd« 
m) %.2101¡F« Fiwî  
M) %.2101-%.6297    
ï) %.6298- %.10495  
<) %.10496¡F« nkš  
4) kj« 
m) ïªJ kj«  
M) K°È« kj«    
ï) »¿°jt kj«  
<) k‰wt®fŸ  
5) FoÆU¥òfŸ 
m) »uhk¥òw«  
M) ef®¥òw«    
ï) »uhk ef®¥òw«  
<) k‰w khÃy«  
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6) FHªijÆ‹ taJ 
m) 0-3 eh£fŸ  
M) 3-6 eh£fŸ    
ï) 6-9 eh£fŸ  
<) 9-12 eh£fŸ  
7) jhÆ‹ taJ 
m) 18-21 M©LfŸ  
M) 22-25 M©LfŸ    
ï) 25-29 M©LfŸ  
<) 29¡F« nk‰g£l M©LfŸ  
8) ãurt« v¥go eilbg‰wJ 
m) Rf¥ãurt«  
M) mWit r»¢ir    
ï) Míj ãurt«  
<) JÇagL¤âd Rf¥ãurt«  
9) FHªijÆ‹ vil 
m) 2.0 Kjš 2.4 »nyh tiu  
M) 2.5 Kjš 2.8 »nyh tiu    
ï) 2.9 Kjš 3.4 »nyh tiu  
<) 3.5 »nyhî¡F« nkš  
 
 1 
g¢ás¤FHªijfË‹ áW cghijfŸ g‰¿ m¿î¤âwid  
nrhâ¤J m¿jš 
I.thªâ 
1) thªâ v‹whš v‹d? 
m) cztË¤j ãwF ÇiuÇš ghš btËtUjš  
M) cztË¤j ãwF ÇiuÇš cÄœÚ® btËtUjš    
ï) cztË¤j ãuF ÇiuÇš fh‰¿id btËna bfh©Ltu it¤jš  
<) bjÇahJ  
2) thªâ vL¥gj‰fhd fhuz¤fŸ ahit? 
m) Fiwthf jhŒ¥ghš bfhL¤jš  
M) jtwhd KiwÆš jhŒ¥ghš bfhL¤jš    
ï) _¢R¤âzwš V‰gLjš  
<) bjÇahJ  
3) jhŒ¥ghš bfhL¤j ãwF v‹d brŒa nt©L«? 
m) FHªijia ö§f it¡f nt©L«  
M) FHªijia k»œ¢áahf ïU¡f it¡f nt©L«    
ï) FHªijÆ‹ thÆid Jil¤J, V¥g« tiu brŒa nt©L«  
<) bjÇahJ  
4) v¥go thªâÆid jL¡f nt©L«? 
m) Kiwahd tÊÆš czî bfhL¤¤ ãwF bjh£oÈš 
FHªijia Élî«  
M) jhŒ¥ghš bfhL¤j ã‹ò koÆš c£fhuit¤J  
5 Kjš 10 ÃÄl« tiu V¥g« tu brŒaî«  
ï) jhŒ¥ghš bfhL¤j ã‹ò 5 Kjš 10 ÃÄl«  
tYthd ÃiyÆš FHªijia it¡f nt©L«  
<) bjÇahJ  
5) Ú¤fŸ òiunaWjiy jL¥gj‰F v‹d brŒå®fŸ? 
m) FHªijia ÃÄ®ªj ÃiyÆš it¤âU¤jš  
M) FHªijia K‹ndh¡» ÃiyÆš it¤âU¤jš    
ï) kšyhªJ gL¤âU¡»w ÃiyÆY« k‰W« F¥òw gL¤j 
ÃiyÆY« FHªij ïl§fis kh¿ kh¿ it¤âU¤jš  
<) bjÇahJ  
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6) tÆ‰W¥ngh¡F v‹whš v‹d? 
m) Ú® ngh‹w ky« mo¡fo nghjš  
M) Ú® ngh‹w ky« xnu xU Kiw nghjš    
ï) ky¤âš rË ïU¤jš  
<) ky¤âš ïu¤j« ïU¤jš  
7) tÆ‰W¥ngh¡F V‰gl fhuz« v‹d? 
m) ò£o¥ghš czî  
M) jhŒ¥ghš czî    
ï) Nlhd Ú® c£bfhŸSjš  
<) bjÇahJ  
8) tÆ‰W¥ngh¡F Mg¤J fhuÂ ã‹tU« x‹whF«? 
m) nghJkhd fh‰nwh£l« ï‹ik  
M) mâf neÆ¢rš    
ï) R¤jÄ‹ikahš V‰gL« gH¡ftH¡f¤fŸ  
<) bjÇahJ  
9) tÆ‰W¥ngh¡»‹ bghGJ Ú¤fŸ v‹d brŒa nt©L«? 
m) âut§fis (btJbtJ¥ghd Ú®) bfhL¡f nt©L«  
M) »nu¥ th£l® bfhL¡f nt©L«    
ï) jhŒ¥ghš bfhL¡f nt©L«  
<) bjÇahJ  
10) ò£o¥ghš bfhL¥gâdhš tU« nkhrkhd ÇisîfŸ ahit? 
m) FHªij¡F tÆ‰W tÈ  
M) FHªij¡F ky¢á¡fš tU«    
ï) FHªij¡F tÆ‰W¥ngh¡F cUthF«  
<) bjÇahJ  
11) ky¢á¡fš v‹whš v‹d? 
m) FHªij bk‹ikahf ky« fÊí«  
M) FHªij fodkhd k‰W« fhŒªJ, áuk¥gL« ky« fÊí«    
ï) FHªij miuâlkhf, ghâahf ky« fÊí«  
<) bjÇahJ  
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12) ky¢á¡fš V‰gLtj‰fhd fhuz¤fŸ ahit? 
m) njit¡F Äfî« Fiwthf jhŒ¥ghš bfhL¤jš  
M) njit¡F Äfî« Fiwthf ò£o¥ghš bfhL¤jš    
ï) njit¡F Äfî« mâfkhf ö¤Fjš  
<) bjÇahJ  
13) ky¢á¡fÈ‹ nghJ g¢ás¤FHªij¡F bfhL¡f¥gL« czî vJ? 
m) jhŒ¥ghš  
M) kh£L¥ghš    
ï) M£L¥ghš  
<) bjÇahJ  
14) ky¢á¡fÈid v¥go jL¡f nt©L«? 
m) kUªJ bkG»id kythÆl¤âš it¡f nt©L«    
M) mâfkhf jhŒ¥ghÈid bfhL¡f nt©L«  
ï) mâfkh ò£o¥ghÈid bfhL¡f nt©L«  
<) bjÇahJ  
15) fLikahd ky¢á¡fiy Ú¤fŸ v›thW Ã®t»¥Õ®fŸ? 
m) gh£o it¤âa¤â‹ _y« á»¢ir brŒa¥gl nt©L«  
M) kU¤JtkidÆš á»¢ir brŒa¥gl nt©L«    
ï) å£oš ïUªjgona á»¢ir brŒa¥gl nt©L«  
<) bjÇahJ  
16) eh¥»‹ ò© v‹whš v‹d? 
m) ïJ bjhl®ãdhš mika¡Toa njhš my®Í  
M) mâf bt¥g¤âdhš tu¡ToaJ  
ï) Rfhjhuk‰w gH¡f¤âdhš tu¡ToaJ  
<) bjÇahJ  
17) eh¥»‹ ò© c©lhtj‰fhd KGikahd fhuz« v‹d? 
m) beL neu¤â‰F ky« k‰W« áWÚ® gLtâdhš  
M) Äfî« beU¡fkhd eh¥»‹ ga‹gL¤Jtâdhš    
ï) nehŒ bjh‰¿dhš  
<) bjÇahJ  
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18) FHªij¡F eh¥»‹ ò© tªjhš v‹d brŒå®fŸ? 
m) R¤j« brŒJ, cy®ªj ã‹ nj¤fhŒ v©bzŒ  
ga‹gL¤Jtâ fh‰W btË¥glit¤j  
M) R¤jkhd ãwF eh¥»‹ ò© nkš gîl® nghLtJ    
ï) ky¤âid R¤j« brŒj ã‹ kU¤Jt 
kUªâid ga‹gL¤JtJ  
<) bjÇahJ  
19) xU ehis¡F v¤jid Kiw eh¥»‹ kh‰Wå®fŸ? 
m) xU ehis¡F 3 Kiw  
M) xU ehis¡F 4 Kiw    
ï) <ukhf ïU¡F«nghbjšyh« kh‰WtJ  
<) bjÇahJ  
20) eh¥»‹ ò© tuhkš ïU¡f jL¡F« KiwfŸ? 
m) mâf neu« áWÚÆš mšyJ ky¤âš FHªijÆ‹ 
njhš glhkš ïU¤jš  
M) FHªijÆ‹ ã‹òw¤ij e‹F Jil¤J <u¥gj« 
ïšyhkš it¤âU¡f nt©L«    
ï) Äjkhd btªÚÆy FHªijÆ‹ ã‹ òw¤ij fGt 
nt©L«  
<) nk‰f©l mid¤J«  
21) clÈaš kŠrŸ fhkhiy v‹whš v‹d? 
m) FHªijÆ‹ ÛJ kŠrŸ Ãw¤âyhd Ãwk‰w clš 
KGtJ« fhz¥gLtJ  
M) kŠrŸ Ãwkh‰w« f©Âš k£Lnk fhz¥gLtJ    
ï) kŠrŸ Ãwkh‰w« if k‰W« fhš ghj¤fËš fhz¥gLtJ  
<) bjÇahJ  
22) clÈaš kŠrŸ fhkhiy v¥nghJ cUthF«? 
m) 2 Kjš 9 eh£fŸ  
M) 9 Kjš 16 eh£fŸ    
ï) 16 Kjš 23 eh£fŸ  
<) bjÇahJ  
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23) g¢ás¤ Ftªij¡F clÈš kŠrŸ fhkhiy ïUªjhš v‹d brŒa 
nt©L«? 
m) FHªijia âdK« Çoa‰ fhiyÆš NÆa xË  
gL«go 10 Kjš 20 ÃÄl« fh©ã¥gJ  
M) FHªijia âdK« 10 kÂ¡F nkš NÆa xË gL«go fh©ã¥gJ    
ï) FHªijia âdK« v¥nghJ nt©LkhdhY«  
10 ÃÄl« NÊa xË gL«go fh©ã¥gJ  
<) bjÇahJ  
24) kU¤Jt Mnyhrid njit¥gL« kŠrŸ fhkhiy Mg¤jhd Çisî 
v‹d? 
m) bjhl®ªJ kŠrŸ fhkhiy 14 eh£fS¡F nkš Úo¤jš  
M) áWÚ® fÊ¡F«nghJ Äfî« ml®ªj kŠrš Ãw¤âš ïU¤jš    
ï) ky« fÊ¡F«nghJ btË® mšyJ rh¡ny£ btŸis  
Ãw¤âš ïU¤jš  
<) nk‰f©l mid¤J«  
25) kŠrŸ fhkhiy tªj ã‹ jhÆ‹ ftÅ¥ò KiwfŸ? 
m) jhŒ¥ghš k£Lnk bfhL¤jš  
M) NÆa XËÆš FHªijia fh©ã¤jš    
ï) mo¡fo FHªijÆ‹ njhš, fhš, ky«, áWÚÆid 
f©fhÂ¤jš  
<) nk‰f©l mid¤J«  
 
  
PLANNED TEACHING PROGRAMME ON MINOR DISORDERS OF NEW BORN 
 
TOPIC                                                      : Minor disorders of newborn 
GROUP                                                    : Post natal mothers in post natal wards 
PLACE                                                     : Post natal ward, IOG, Egmore, Chennai-08. 
TIME                                                        : Convenient time – 30  minutes  
INSTRUCTOR                                         : Investigator 
METHOD OF TEACHING                     : Lecture cum Discussion. 
TEACHING AIDS                                   : Flash chard, Broucher 
 
 
 GENERAL  OBJECTIVES 
              At the end of the session, mothers will be able to acquire knowledge and attitude about minor disorders of newborn  and 
to develop desirable skills and attitude to practice  this in their day today life activities. 
SPECIFIC OBJECTIVES 
                 At the end of the class,  postnatal mothers will be able to 
 define the term newborn 
 enlist out minor disorders of newborn 
 specify about the causes and its management of vomiting in  newborn 
 explain about  constipation in minor disorder of newborn 
 brief about the  causes and its management of diarrhoea in newborn 
 describe about  minor disorder of newborn regarding napkin rashes 
 narrate the  physiological jaundice in minor disorder of newborn 
 
  
 
INTRODUCTION 
                                   Good  morning. I  am M.Sc Nursing II year, student of college of nursing, MMC, Chennai-3. I have come here 
to discuss about minor disorders of newborn and enrich the knowledge of the mothers towards taking care of the baby.  
 
                                   let us see one proverb i.e. “PREVENTION IS BETTER THAN CURE “ It means we should safeguard our 
newborn baby from any illness by following preventive measures. Similarly, we have to give importance to treat  the minor disorders 
of newborn as early as possible  in order to prevent the complication and to seek early hospitalization. 
 
 
 
  
S.NO TIME   SPECIFIC 
OBJECTIVES 
CONTENT RESEARCHER 
ACTIVITY 
AV AIDS MOTHERS 
ACTIVITY 
 
 
 
1. 
 
 
 
2min 
 
 
 
 
define the 
term 
newborn 
 
.     
                        DEFINITION OF TERM 
 
NEWBORN OR NEONATE 
 The period from birth to 28th days of life is called neonatal period & the 
infants in this period is termed as neonate or newborn baby. 
 
Early neonatal period refers to first 7 days or 168 hours of life. 
late neonatal period from 7 days to  28 completed days of life. 
 
                                                                     -Parul Datta. 
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2. 
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enlist out 
minor 
disorders of 
newborn 
 
 
    MEANING OF MINOR DISORDERS OF NEWBORN 
 
Minor disorder or aliments are a physical condition in which there is a 
disturbance of normal functioning.   
 
MINOR DISORDERS OF NEWBORN  
1. Vomiting 
2. Constipation   
3. Diarrhoea 
4. Napkin Rash 
5. Physiological Jaundice 
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ACTIVITY 
AV AIDS  MOTHERS 
ACTIVITY 
 
3. 5min specify 
about the 
causes and 
its 
managemen
t of 
vomiting in  
newborn 
 
                                  1.VOMITING 
It occur in neonates due to various organic and non organic causes 
Organic causes 
Mechanical-Instestinal obstruction,meconiumplug etc., 
Neurological-Birth injury, congenital anomalies  of CNS leads increases 
intracranial pressure. 
Metabolic-vomiting leads to hypoglycaemia, etc., 
Infectious causes- septicaemia, meningitis, encephalitis, 
gastroenteritis,etc. 
Non organic causes 
Irritation of the stomach due to  swallowed amniotic fluid and blood,  
faculty feeding technique. 
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ACTIVITY 
 
   MANAGEMENT 
No management requires in case of regurgitation. 
Non organic causes should be managed by  
   Proper feeding technique,  burping or  holding the baby upright 
Made  to sit up on the lap for 5 to 10 minutes after  feeding  along with 
reassurance & guidance to the mother. 
Slight head –up position to be maintained during feeding. 
Turning head to one side – to prevent aspiration of vomitus.  
General cleanliness & Hygienic measures to be maintained. 
After vomiting-neck folds, face, back of the ear to be cleaned. Mouth 
wash to be given. 
Stomach wash may be needed in persistent vomiting – to remove 
swallowed amniotic fluid & blood which is given with 100 ml normal 
saline.Prolonged vomiting –associated symptoms, like fever, projectile 
vomiting, bile stained etc., 
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4. 5min explain 
about  
constipation 
in minor 
disorder of 
newborn 
                                2.CONSTIPATION 
Constipation  referred to as bowel movements are like hard, little pellets, 
firm and difficult to pass  
CAUSES 
Organic causes 
Congenital abnormalities of GIT, hirschsprung’s disease etc., need to be 
investigated. 
Non organic causes 
Inadequate  breast feeds,  
Insufficient fluid intake by mother 
Signs 
Breastfed baby in the Ist weeks or Ist month of life not getting enough 
breast milk  to eat  
  either losing weight or will not be gaining weight 
  not having enough full wet diapers 
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   Management 
Artifical fed baby, can be managed by 
    additional glucose water,  
    extra sugar  in the milk, 
    honey & orange juice. 
No laxatives should be used 
Lubricated stimulus of rectum often initiates reflex peristaltic  activity. 
Breast fed baby, can be managed by 
      advise  to give more breast milk 
      advice to breast fed  exclusively 
      advice to improve breast feeding not to initiate artificial fed 
Seek medical help & call your pediatrician 
    Baby has delayed passage of meconium during first week of life and 
has problem in passing bowel movement to rule out organic cause such as 
hirshsprungs disease, cystic fibrosis etc., 
Explaining Flash 
card 
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5. 5 min brief about 
the  causes 
and its 
management 
of diarrhoea 
in newborn 
 
                                3. DIARRHOEA 
Breastfed baby passes 2 to 6 times golden yellow, sticky, semi-loose 
stools due to high content of lactose indicate breast feeding stool. 
 In case of diarrhoea –Baby passes  foul smelling liquid stool, loose, wet, 
watery, look ill, passes less urine & become inactive associated with fever 
or weight loss. 
CAUSE 
Intake of large quantities of glucose water or honey 
Unhygienic feeding practices includes 
       Before each feeding not cleaning breast & aerola 
        Overfeeding- mothers eat (>onion,tomatoes, cabbages, chilliesetc) 
        Bottle feeding – un cleaned utensil’s 
        Serious underfeeding- not providing sufficient breast milk 
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     Serious neonatal diarrhoea occur in 
       septicaemia,  
       necrotising enterocolitis. 
       photo therapy. 
Some babies make bowel movements with force & sound & some pass gas 
loudly many times in a day increasing mother’s anxiety. But this is due to 
immaturity of the newborn’s digestive system  & is quite normal. 
Signs of dehydration 
       Less than 6 wet diapers a day (24 hours) 
         Dry mouth and lips,  A lack of tears when baby is crying 
         Poor  feeding,  A depressed soft spot on top of the baby’s head 
         Irritability 
Seek medical help 
Diarrhoea can be dangerous  for newborns  it lead to dehydration & weight 
loss, if your  baby has diarrhoea  without any other symptoms & it does not  
go away within 24 hours, notify the doctor.    
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   MANAGEMENT 
Diarrhoea is mild - you can often manage it yourself at home. 
 Treat baby diarrhoea – to continue to breast fed more frequently, baby has 
loose stools  needs  extra fluids 
Breast milk contains – the fluids & nutrition your baby needs to replace 
what she’s loosing diarrhoea & antibodies  in your  breast milk  help your 
baby fight off infection & diseases. 
Soiled napkins – Can irritate baby’s skin cause diaper rash  so change wet & 
dirty napkin often, wash your hands after each diaper change to prevent 
spread of infection.. Antidiarrhoeal medicine can be harmful  to babies, so 
it’s not recommended. 
Hygienic measures to be improved. 
               food hygiene (breast care ) 
               personal hygiene (clean baby buttocks & baby’s cloth) 
              environmental hygiene 
IV  Fluid therapy                    needs  hospitalized  
Systemic antibiotics                        baby 
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about  
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regarding 
napkin 
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                                  4.NAPKIN RASH 
Napkin rash is a common form of inflamed skin (dermatitis) that appears 
as a patchwork of bright red skin on baby’s bottom. 
Napkin rash commonly found in artificially fed babies also called as  
ammonia dermatitis. 
Causes  
         lack of cleanliness due to after passage of urine or stool 
         Prolonged  wet nappies,  
         Perianal skin may become red, indurated & excoriated 
         Due to  use of nylon or   water tight plastic napkins. 
         Perianal dermatitis often found in diarrhoea or fungal infection 
Signs and Symptoms 
 Redness over the diaper area- around the genitals, buttocks and thighs. 
Increase discomfort, especially at napkin changing time. 
Tight, papery skin or skin that is shiny & bright red. 
In boys  an inflamed penis 
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   If rash occurs along with any of the following 
Fever 
Blister or boils 
A rash that extends beyonds the  napkin area. 
Pus or weeping discharge. 
Unusual sleepiness 
Management 
The  letters ABCDE are a useful way to  remember all of these measures. 
A-  air out the skin by allowing the baby  to go napkin – free 
B-  barrier, use a paste or ointment to protect the skin 
C-  clean, keep the skin clean  
D-  disposable diapers, during an episode of diaper rash,  consider 
using disposable  napkin. 
E-  educate, educate yourself  about how to prevent a recurrence of 
napkin rash 
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   Keeping the area dry & exposed to air or sunlight 
Application of coconut oil or 
Application  bland ointment or antifungal cream. 
 
PREVENTIVE MEASURES 
 
Immediate changing of soiled napkins 
Napkins should be washed adequately with antiseptic lotion 
Drying the area, don’t apply napkin too tightly, otherwise it may cause 
friction against the skin, which  could  make the rash worse. 
Let the baby go without her napkin as much as possible. 
Allow her skin to breathe, air to circulate and reduce friction and skin 
contact with irritants. 
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                5. PHYSIOLOGICAL JAUNDICE 
A yellow pigment  called bilirubin  is formed from the disintegrated red 
blood cells. These are excreted  from blood by liver, but the liver in a 
new born baby is not mature enough at birth to perform this function, 
Therefore the bilirubin  pigments  in the blood are not excreted  and its 
level  rises resulting in yellowish  discoloration of sclera and skin of  
newborn baby.                     This yellowish discoloration is Jaundice. 
Normally liver gets matured by 5th day & starts excreting the yellow 
pigments & jaundice in turn starts disappearing. Such jaundice is a 
normal phenomenon called Physiological jaundice. 
In term newborns physiological jaundice appears on 2 nd or 3 rd day & 
starts decreasing gradually from 5th day & disappears by    7th – 10th 
day. 
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   Characteristics of physiological jaundice 
It  appears in  30 to 72 hours of age in term babies & 
In preterm babies may appear earlier but not before 24 hours of age. 
Maximum intensity of jaundice is found on 4th day  in term babies and 5th 
to 6th day in preterm babies. 
Serum bilirubin does not exceed 15mg/dl 
Usually disappears by 7th to 10th  day in term babies & by 14 th day in 
preterm babies. 
 
To  examine  jaundice 
Stretch the skin between two fingers over bony surface like forehead, chin, 
middle of chest, shin of leg & sole of foot. This presses out the blood from 
the skin &  yellow colour is seen more closely.  
Mild jaundice- visible over the face 
Severe jaundice- over the legs below the knee & sole. 
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   Management 
Subsides spontaneously  & no treatment is needed 
Mother needs encouragement for exclusive breastfeeding for adequate 
hydration & reassurance. 
If you have a sleepy baby, express your colostrum and feed by paladai. or 
tickling behind the ears or on the soles keep the baby aroused during 
feeding. 
Learn your babys hunger cues  and go with them Dont wait until your 
baby is crying to start to feed him. 
Ensure that you are feeding at least 8 to 12  times in a 24 hour period. 
Exposing the baby to sunlight for about 10 to 20 minutes. If necessary 
phototherapy can be given. 
While exposing the baby to sunlight, baby’s eyes and genital should be 
covered.  
Careful observation for signs of complications along with essential 
neonatal care are important 
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   Need medical consultation 
Severe jaundice damages the babys brain & chances of recurrent fits 
occur is called kernicterus. 
Jaundice – become severe in case of  
Birth asphyxia,  
Infection in preterm babies,  
Rh incompatibility i.e mother is Rh-ve  & baby is Rh+ve need exchange 
transfusion. 
 
Seek medical aid or to call doctor 
a. Baby with persisting jaundice for more than 14 days 
b. Baby passing dark coloured urine 
c. Baby passing pale or chalky  white coloured  stool 
 
Explaining Flash 
card 
Observing 
and  
listening 
 
 
 
 
  
CONCLUSION 
                        So far, I explained the minor disorders of newborn  and  its causes, sign and symptoms, management and  
prevent measures. I   think it was very much useful for primi postnatal mothers for the above  mentioned  information. 
These information  will guide postnatal mothers  to do prompt intervention and to prevent further  complication  so that  
early hospitalization  will reduce mother’s anxiety and mordibity rate.  
 1 
â£lÄ£l nghjid â£l¤â‹ _ykhf f‰ã¤jš Ãfœî 
jiy¥ò : g¢ás¤ FHªijÆ‹ áW Fiwgh£oid g‰¿ FHªij bg‰bwL¤j jhŒkh®fËilna m¿î¤ 
âwid¥ g‰¿a MŒî 
FG : FHªij bg‰bwL¤j jhŒkh®fŸ 
ïl« : ngWfhy ã‹ ftÅ¥ò ãÆî, muR kf¥ngW kU¤Jtkid, vG«ó®, br‹id-600 008. 
neu« : 30 ÃÄl« 
f‰ã¥gt® : brÉÈa® KJfiy ïu©lh« M©L khzÉ 
f‰ã¡F« Kiw : â£lÄ£l f‰ã¤jÈ‹ _y« ÇtÆ¤jš k‰W« m¿îâwid nk«gL¤Jjš 
fUÇfŸ : Ä‹d£il, J©L¥ãuRu« 
 
 2 
neh¡f« 
g¢ás¤ FHªijÆ‹ áW Fiwgh£oid á»¢ir k‰W« jL¥ò KiwÆ‹ ÇÆthd Çs¡f¤â‹ _y« jhŒkh®fË‹ 
m¿î¤âwidí«, braš âwidí« nk«gL¤Jjš. 
Jiz neh¡f« 
tF¥ò KoÇš jhŒkh®fŸ m¿ant©oait 
 g¢ás¤FHªijÆ‹ áW FiwghLfis g£oaÈLf 
 thªâbaL¤jš g‰¿a Çtu¤fis¡ F¿¥ãLf 
 ky¢á¡fiy¥ g‰¿a Çtu¤fis¡ F¿¥ãlî« 
 tÆ‰W¥ngh¡F g‰¿a á»¢ir k‰W« jL¥ò Kiwfis F¿¥ãLf 
 eh¥»‹ ga‹gL¤Jtjhš V‰gL« Çisîfis g‰¿ ÇtÆ¤jš 
 clÈaš kŠrŸ fhkhiyfis¥ g‰¿a Çs¡f¤fŸ 
 3 
K‹Diu 
midtU¡F« tz¡f«. v‹ bga® nrõkhÈÅ eh‹ br‹id kU¤JtkidÆš cŸs brÇÈa® fšÿÆÆš 
ïu©lh« M©L KJfiy brÇÈa g£l nk‰go¥ò go¤J¡ bfh©oU¡»nw‹. jÄœehL lh¡l® v«.Í.M® kU¤Jt 
gšfiy¡fHf ÇâKiwÆ‹ go j¤fËl« g¢ás¤FHªijÆ‹ áW Fiwgh£o‹  á»¢ir k‰W« jL¥ò Kiwfis¥ g‰¿í« 
m¡FHªijfË‹ jhŒkh®fS¡F ÇÆthf vL¤J¡ Tw cŸns‹. 
bghJthf g¢ás¤ FHªijfis jh¡f¡Toa thªâ, tÆ‰W¥ngh¡F, ky¢á¡fš, eh¥»‹ ò©, clÈaš kŠrŸ 
fhkhiy ït‰iw¥ g‰¿ gh®¡fyh«. 
eh« midtU¡F« bjÆªj gHbkhÊ “tU« K‹ fh¥ngh«” mjhtJ nehŒ tUtj‰¡F K‹ FHªijfis 
nehÆÈUªJ ghJfh¡f nt©L«. g¢ás¤ FHªijÆ‹ áW Fiwgh£o‹ á»¢ir k‰W« jL¥ò Kiwfis òÆªJ bfhŸtâ‹ 
_y« ãwªj FHªijia nehÆÈUªJ v¥go ghJfh¡f Koí« v‹gd ngh‹wt‰iw eh« gh®¥ngh«. 
 4 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
1. 5 ÃÄ thªâ 
vL¤jš 
g‰¿ 
ÉÇthd 
Çs¡f¤fŸ 
ãwªj ehŸ Kjš 28tJe h£fŸ tiu FHªij 
ãwªj fhykhfî«, ïªj fhyf£l¤âš FHªjfis òâjhf 
ãwªj mšyJ g¢ás¤ FHªij v‹W« miH¥gh®fŸ. 
thªâ 
jhŒ¥ghš Fo¤j ã‹d® FHªij ghÈid 
f¡Ftij thªâ v‹W miH¡»nwh«. Mnuh¡»akhd 
if¡FHªijfŸ V¥g« ÇL«nghJ áy rka¤fËš 
á¿jsî ghš btËna tUtJ ïa‰ifna. 
fhuz« 
jtwhd ghš bfhL¡F« KiwfËdhš 
FHªij¡F tÆ‰¿š vÆ¢rš V‰gL¤â thªâ tu 
fhuzkhf mik»‹wd. 
jL¥ò Kiw 
FHªij¡F ghÿ£oa ã‹d® FHªijia¤ 
njhËš rhŒ¤J¡ bfh©L nyrhf KJ»š j£lî«. ïJ 
FHªij ghš Fo¡F«nghJ ghYl‹ nr®¤J c£bfh©l 
fh‰W btËna tu cjî»wJ. ghÿ£oa ã‹ 
ÇtÆ¤jš ãuâgË¥ò 
m£il 
bfh©L 
ÇtÆ¤jš 
ftÅ¤jš 
 5 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
FHªijia¡ ÑnH »l¤J« nghJ FHªij thªâ 
vL¤jhš, x›bthU Kiwí« ghÿ£oa ã‹d® 
FHªijia¡ bfhŠr neu« ÃÄ®¤â it¤âU¡fî«. 
FHªij¡F ghÿ£oa ã‹d® FHªijia¤ jhÆ‹ 
koÆš mk®¤â 5 Kjš 10 ÃÄl¤fŸ koÆš FHªijia 
c£fhu it¡f nt©L«. xU g¡f¤â‰F jiyia 
âU¥òjš thªâÆ‹ nghJ òiu VWjiy jL¡f 
cjî»wJ. 
bghJ öŒik elto¡iffŸ guhkÆ¡f¥gl 
nt©L«. thªâ vL¤j ãwF fG¤J ko¥òfŸ, Kf«, thŒ 
ngh‹w gFâfis  Û©L« R¤j« brŒa nt©L«. 
2. 5 ÃÄ ky¢ 
á¡fiy 
g‰¿a 
ÉÇthd 
Çs¡f¤fŸ 
2. ky¢á¡fš 
ky¢á¡fš v‹gJ FHªijfŸ fodkhd, fhŒªJ 
k‰W« áuk¥g£L ky« fÊí«. 
fhuz« 
1. F¿¥ghf bra‰if KiwÆš jahÆ¡f¥g£l ghš 
czî c£bfhŸtj‹ _y« V‰gL»wJ. 
ÇtÆ¤jš ãuâgË¥ò 
m£il 
bfh©L 
ÇtÆ¤jš 
ftÅ¤jš 
 6 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
2. jhŒ ghÈid nghJkhd msî bfhL¡fÇšiy 
v‹whY« ky¢á¡fš V‰glyh«. 
3. Flš mil¥ò k‰W« nehŒ jh¡f« ngh‹witfŸ 
_yK« ky¢á¡fš V‰glyh«. 
m¿F¿fŸ 
jhŒ¥ghš mUªJ« FHªijfŸ Kjš thu¤fŸ 
mšyJ Kjš khj¤fËš nghJkhdsî jhŒghÈid 
bfhL¡fÇšiy v‹whš. 
FHªij¡F vil Fiwî mšyJ vil mâfÇ¥ò 
ïu©Lnk bgw ïayhJ. 
nghJkhd msî áWÚ® fÊ¡f ïayhJ. 
á»¢ir KiwfŸ 
1. jhŒ¥ghš Fo¡F« FHªij¡F á»¢ir mË¡fyh« 
 7 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
2. ò£o¥ghš Fo¡F« FHªijfS¡F á»¢ir 
mË¡fyh« 
3. jhŒ¥ghš bfhL¥gj‹ _y« ky¢á¡fiy 
jÇ®¡fyh«, FHªijÆ‹ _is ts®¢á¡F« 
jhŒ¥ghš cjî»wJ k‰W« nehŒ vâ®¥ò r¡âia 
mË¡»wJ. 
jhŒ¥ghÈid mo¡fo mâf msî FHªij¡F 
bfhL¡fnt©L«. FHªij ö¤F« bghGJ jhŒkh®fŸ 
FHªijia ÇÊ¡f it¤J jhŒghÈid mo¡fo 
bfhL¡f nt©L«. 
Ï°~¥u¤ nehŒ, á°o¡ ~ig¥nuhÌ° 
KjÈait ngh‹w fÆk fhuz¤fËdhY« ky¢á¡fš 
V‰glyh«. 
 
 8 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
3. 10 
ÃÄ 
tÆ‰W¥ 
ngh¡F 
g‰¿a 
á»¢ir 
k‰W« 
jL¥ò 
Kiwfis 
ÉÇthf 
Çs¡Fjš 
3. tÆ‰W¥ngh¡F 
js®thd j©Üuhš ky« btËnaWjš mšyJ 
J®eh‰w¤Jl‹ g¢ir Ãw¤âš j©Ü® nghš ky« 
btËnaW«. 
jhŒ¥ghš Fo¡F« FHªijfŸ yh¡nlhá‹ mâf 
msî ïU¥gjhš ky« 2 Kjš 6 Kiw Ãw¤âš kŠrŸ 
x£L« j‹ik cŸsjhfî« ïU¡F«. 
fhuz« 
tÆ‰W¥ngh¡F FSnfh° Ú® mšyJ r®¡fiu 
j©Ü® mšyJ mâf msî nj‹ c£bfhŸtâdhš 
V‰gL»wJ. 
itu°fŸ k‰W« gh¡OÆah¡fŸ tÆ‰W¥ ngh¡»‹ 
fLikahd bjh‰W fhuzkhf ïU¡f¡TL«. 
jhŒkh®fŸ j¤fŸ czÇ‹ x›thik (rh¡ny£, 
fhukhd czîfŸ, fhã‹ (Caffeine) fhuzkhf 
jhŒghÈ‹ _y« g¢ás¤ FHªij¡F tÆ‰W¥ ngh¡F 
V‰gl¡ TL«. 
ÇtÆ¤jš ãuâgË¥ò 
m£il 
bfh©L 
ÇtÆ¤jš 
ftÅ¤jš 
 9 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
m¿F¿fŸ 
1. tÆ‰W¥ngh¡F xU ehis¡F 10 jlit¡F nkš 
ïU¡F«. 
2. á¿jsî áWÚ® fÊ¡»wjh? mšyJ 6 kÂ neu¤â‰F 
kV‰g£L« áWÚ® fÊ¡fhkš ïU¡»wjh vd 
ftÅ¡fî«. 
3. FHªij e‹whf ÇÊ¤J ïU¡»wjh mšyJ ÄFªj 
ö¡fÃiyahf cŸsjh v‹W ftÅ¡fî«. 
4. mG« nghJ f©Ü® cŸsjh, ïšiyah v‹W 
ftÅ¡fî«. 
5. f©fŸ rhjhuzkhf mšyJ FÊ ÇGªJ 
ïU¡»‹wjh 
 10 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
6. thí«, eh¡F« <ukhf mšyJ fhŒªJ ïU¡»‹wjh 
7. njhiy »ŸËÇL« nghJ rhjhuz Ãiy¡F clnd 
tU»wjh mšyJ Äf bkJthf giHŒ Ãiy¡F 
tU»wjh v‹W ftÅ¡fî«. 
8. jiyÆš c¢á¥bgh£L rhjhuzkhf mšyJ Äfî« 
FÊ ÉGªJ ïU¡»wjh v‹W ftÅ¡fî«. 
jL¥ò KiwfŸ 
g¢ás§ FHªijfS¡F ÚÇH¥ò Äf Éiuthf 
V‰g£LÇL»wJ. ïJ Äfî« Mg¤jhdJ. 
jhŒ¥ghš Fo¡F« FHªij¡F 6 khj« tiu 
j©Ü® njitÆšiy. f©o¥ghf jhŒ¥ghš k£L« 
bfhL¡fnt©L«. 
if¡FHªij¡F F¿¥ghf nfhil fhy¤âš 
j©Ù® mâf« njit¥gL»wJ. vdnt FHªij¡F 
 11 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
mo¡fo jhŒ¥ghš bfhL¡f nt©L«. 
jhŒ¥ghÈš j©Ü® k‰W« C£l¢r¤J mâfkhf 
ïU¥gjhš tÆ‰W¥ ngh¡»‹ bghGJ ÚÆH¥ig 
jL¡»‹wJ k‰W« jhŒ¥ghÈš nehŒ vâ®¥ò r¡â 
(M‹ogah£o¡) ïU¥gjhš bjh‰Wnehia tuhkš 
jL¡»‹wJ. 
FHªijfŸ ky« fÊ¤j ãwF mªj gFâÆid 
btJbtJ¥ghd btªÚuhš R¤j« brŒJ cyu it¡f 
nt©L« k‰W« iffis e‹whf R¤j« brŒant©L« 
k‰W« jhŒ¥ghš bfhL¡F« K‹ kh®gf gFâÆid 
btJbtJ¥ghd btªÚuhš x›bthW Kiwí« R¤j« 
brŒj ãwF FHªij¡F jhŒ¥ghš bfhL¡f nt©L«. 
kU¤Jt cjÉ 
fLikahd tÆ‰W¥ngh¡F F¿¥ghf thªâíl‹ 
nr®ªJ ÚÇH¥ò V‰gLtJ Äfî« Mg¤jhdJ. cldoahf 
kU¤Jtkid¡F bfh©L br‹W áiutÊ âut¤fŸ 
_ykhf á»¢ir brŒa nt©L«. 
 
 12 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
4. 10 
ÃÄ 
eh¥»‹ 
ga‹ 
gL¤Jtjhš 
V‰gL« 
Éisî-
fis g‰¿ 
ÉÇthd 
És¡f« 
4. eh¥»‹ uhZ (cŸshilfËdhš V‰gL« 
njhš jo¤jš) 
eh¥»‹ ò© v‹gJ Ú® c¿ŠR« gŠR mšyJ 
JiÂÆid (eh¥»‹) mo¡fo kh‰whkš mâf neu« 
áWÚ® k‰W« ky« gLtjhš mâYŸs gh¡OÆah¡fŸ 
k‰W« »UÄfshš V‰gL« xUtif ò©zhF«. 
eh¥»‹ ò© bghJthf njhÈ‹ ÛJ átªj 
Ãw¤âš FHªijÆ‹ ïL¥ã‹ ã‹òw« fhz¥gL«. 
fhuz¤fŸ 
1. mâf neu¤â‰F ky« k‰W« áWÚuhš V‰gL« mÆ¥ò 
2. FHªijfS¡F òJtif czîfis Mu«ã¤jš 
3. òJtifahd eh¥»‹fshš V‰gL« mÆ¥ò 
4. gh¡OÆah k‰W« óŠirfËdhš V‰gL« bjh‰WfŸ 
ÇtÆ¤jš ãuâgË¥ò 
m£il 
bfh©L 
ÇtÆ¤jš 
ftÅ¤jš 
 13 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
5. FHªijÆ‹ njhÈ‹ j‹ikÆdhš, k‰w njhš 
nehÆdhy bghJthf eh¥»‹ ò© V‰gL»wJ. 
6. eh¥»dhš V‰gL« cuhŒî 
7. nehŒ vâ®¥ò r¡â kUªJfis FHªijfS¡F 
bfhL¡F« nghJ mo¡fo ky« fÊ¡f neÇLtjhY« 
V‰gL«. 
8. mâf neu« xnu eh¥»id ga‹gL¤J« nghJ 
V‰gL»wJ. 
eh¥»‹ ò©zhš V‰gL« m¿F¿fŸ 
át¥ò Ãwkhf njhš khWjš 
njhÈš á¿a f£ofŸ njh‹Wjš 
njhš ãsªJ btËna bjÆjš 
 14 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
ò© Mwhkš bjhl®ªJ ïU¡F« 
mJk£Lkšyhkš ã‹tU« m¿F¿fŸ njh‹W« 
fhŒ¢rš, bfh¥òs«, át¥ò Ãw« eh¥»‹ mÂí« 
ïl¤â‰F mUfhikÆš guî«, Óœ tojš k‰W« 
ö¡fÄ‹ik. 
eh¥»‹ ò©Â‹ á»¢ir KiwfŸ 
bghJthf eh¥»‹ ò©Â‰F gyÇjkhd 
KiwÆš á»¢irfis nk‰bfhŸs nt©L«. 
m¥nghJjh‹ KGikahf eh¥»‹ ò©iz Fz¥gL¤j 
Koí«. ã‹tU« Kiwfis fil¥ão¥gâdhš eh¥»‹ 
ò©id Fz¥gL¤j Koí«. 
1. fh‰nwh£lkhf it¤âU¤jš 
2. ghJfh¥ghf nehŒ bjh‰¿šyhkš it¤âU¤jš 
3. R¤jkhf it¤âU¤jš 
 15 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
4. xU Kiw k£Lnk ga‹gL¤J« eh¥»id kWKiw 
ga‹gL¤jhkš ïU¥gJ. 
FHªijfS¡F eh¥»‹ ò© V‰gL« nghJ 
Koªjtiu mo¡fo eh¥»id ga‹gL¤jhkš 
fh‰nwh£lkhf it¤âU¡f nt©L«. 
eh¥»‹ ò©id jL¡F« Kiw 
1. FHªijÆ‹ cl«ig R¤jkhfî«, <ukhfî« gh®¤J¡ 
bfhŸs nt©L«. 
2. eh¥»id kWgoí« mÂtj‰F K‹ò e‹whf 
cl«ig cy®¤j nt©L« 
3. e‹whf R¤j¥gL¤â, cy®¤â ghJfh¡f¥g£l ã‹d® 
rÆahd KiwÆš eh¥»id mÂÇ¤jš nt©L«. 
mjid ÄFªj ïW¡fkhfnth mšyJ njhÈš 
 16 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
cuhí« goahfnth ïšyhkš gh®¤J¡ bfhŸs 
nt©L«. 
4. eh¥»‹ <uÄšyhkš gh®¤J¡ bfhŸs nt©L«. xU 
ntis <ukhf ïUªjhš cldoahf eh¥»id 
kh‰wnt©L«. 
všyht‰iwí« Çl eh¥»id ga‹gL¤jhkš 
ïU¥nj eh¥»‹ ò©iz jL¡F« Äf¢áwªj tÊahF«. 
5. 10 
ÃÄ 
clÈaš 
kŠrŸ 
fhkhiy 
g‰¿a 
ÉÇthd 
Çs¡f¤fŸ 
clÈaš kŠrŸ fhkhiy 
clÈaš kŠrŸ fhkhiy v‹gJ g¢ás¤ 
FHªijÆ‹ ÛJ kŠrŸ Ãw¤âyhd Ãwkh‰w« clš 
KGtJ« fhz¥gLtJ. 
FHªij¡F v¥bghGJ kŠrŸ fhkhiy V‰gL« 
kŠrŸ fhkhiy FHªij ãwªjîl‹ Ãiwkhj 
FHªijahf ïUªjhš eh‹fhtJ ehËš kŠrŸ 
fhkhiy V‰gL»wJ. Fiw khj FHªijahf ïUªjhš 
   
 17 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
IªjhtJ k‰W« MwhtJ ehËš kŠrŸ fhkhiy 
V‰gL»wJ. 
á»¢ir KiwfŸ 
j‹Åašghf c£bfhŸsš k‰W« á»¢ir 
njit¥glhJ. 
1. mo¡fo jhŒ¥ghš bfhL¡FkhW cwÇd®fŸ jhia 
C¡FÉ¡f nt©L«. 
2. g¢ás« FHªij¡F clÈš kŠrŸ fhkhiy 
ïUªjhš FHªijia âdK« Çoa‰fhiyÆš NÆa 
xË gL« go 10 Kjš 20 ÃÄl« fh©ã¡f nt©L«. 
3. FHªij¡F njit¥g£lhš bt¥g á»¢ir (ngh£nlh 
bjuã) bfhL¡f¥glyh« 
4. FHªij¡F NÆa xË btË¥gL¤JifÆš 
 18 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
FHªijÆ‹ f©fŸ k‰W« ãw¥òW¥òfis _o 
it¡f nt©L«. 
5. VnjD« á¡fšfË‹ m¿F¿fŸ ïUªjhš ftdkhf 
ftÅ¡f nt©L« k‰W« ãwªj ehŸ Kjš 28 
eh£fS¡F ÔÉu guhkÇ¥ò Äfî« mtáakhdJ. 
kU¤JtÇ‹ Mnyhridia mQfî« 
1. bjhl®ªJ kŠrŸ fhkhiy 14 eh£fS¡F nkš 
Úo¤jš 
2. áWÚ® fÊ¡F« nghJ Äfî« ml®ªj kŠrŸ Ãw¤âš 
ïU¤jš 
3. ky« fÊ¡F« nghJ btË® mšyJ rh¡ny£ btŸis 
Ãw¤âš ïU¤jš. 
 19 
t. 
v© 
neu« F¿¡nfhŸ bghUsl¡f« 
MuhŒ¢á-
ahsÆ‹ 
braš 
xÈ, xË 
rh®ªj 
Clf¤fŸ 
f‰W¡ 
bfhŸgtÆ‹ 
braš 
kU¤Jt cjÉia ehL¤fŸ 
FHªij ãwªj neu« Kjš ïUg¤â eh‹F kÂ  
(24 Hours) neu¤â‰FŸ ky« (bk¡nfhÅa«) 
fÊ¡fÇšiy v‹whš  cldoahf kU¤Jtiu 
mQfî«. 
FHªij ãwªj neu« Kjš eh‰g¤â v£L kÂ 
neu« (48 Hours) tiu áWÚ® fÊ¡fÇšiy v‹whš 
cldoahf kU¤Jtiu mQfî«. 
Koîiu 
ïJtiu eh« g¢ás¤ FHªijÆ‹ áW Fiwgh£oid g‰¿í« mj‹ gšntW tiffŸ k‰W« mj‰fhd fhuz¤fis 
gh®¤njh«. FHªijfŸ ek¡F ï‹¿aikahj brh¤jhF«. mt®fis ešy KiwÆš ngÂ¡fh¥gnj ekJ jiyaha 
flikahF«. 
e‹¿. 
INFORMATION TO PARTICIPANTS 
Investigator               : P. Seshamalini 
Name of Participant: 
Tittle: A study to assess the effectiveness of planned teaching programme on 
knowledge of minor disorders of  newborn among postnatal mothers admitted in 
postnatal ward ,Institute of Obstetrics and Gynecology, government hospital for 
women and children at Egmore, Chennai-08. 
This study is conducted in Institute of Obstetrics and Gynecology, Egmore, 
Chennai-8. You are invited to take part in this study. The information in this 
document is meant to help you decide whether or not to take part. Please feel 
free to ask if you have queries or concerns. 
What is the Purpose of the Research (explain briefly) 
This Research is conducted to evaluate the effectiveness of planned  
teaching programme on knowledge of  minor disorders of newborn among 
postnatal mothers. We have obtained permission from the Institutional Ethical 
Committee. 
The Study Design 
Pre experimental pre test and post test. 
Study Procedures 
The   study   involves    to evaluate the effectiveness of planned teaching 
programme on knowledge of minor disorders of newborn among postnatal mothers 
admitted in postnatal ward. 
 Possible Effects to You – No risks involved 
Possible benefits to you 
After finishing this study, investigator will provide information that about 
prevention and management of selected minor disorders of newborn 
Possible benefits to other people 
        The result of the research may motivate the nurses to do prevention and 
management of selected minor disorders of newborn among  primipara mothers. 
Confidentiality   of the information obtained from you 
You  have  the  right  to  confidentiality   regarding   the  privacy   of  your  
medical information    (personal   details,    results  of physical    examinations,    
investigations, and your  medical    history).  The information   from this study, if 
published   in scientific journals or  presented   at  scientific   meetings,   will  
not  reveal   your identity. 
How will your decision not to participate in the study affect you? 
Your decisions not to participate in this research study will not affect your   
daily living   activities,    medical   care or you relationship with investigator or the 
institution. Your doctor will still take care of you and you will not lose any 
benefits to which you are entitled. 
Can you decide to stop participating in the study once you start?               
The participation in this research is purely voluntary and you have the 
right  to withdraw   from this study at  any time during  course  of the study 
without  giving any reasons.  
However, it is advisable t h a t  you talk to the research  team  prior  to 
stopping  the treatment. 
 
 
Signature of the Investigator                          Signature of the mother with date 
 
INFORMED CONSENT FORM 
Title of the study: “A study to assess the effectiveness of planned teaching programme 
on knowledge of minor disorders of  newborn among postnatal mothers admitted in 
postnatal ward, Institute of Obstetrics and Gynecology, government hospital for 
women and children at Egmore, Chennai-08”. 
Name of the Participant: 
I -----------------have read the information in this form (or it has been read to me). I 
was free to ask questions and they have been answered. As I hereby give my 
consent to include me as the participant in this study. 
1. I have read and understood the consent form and the information provided to 
me. 
2. I have had the consent document explained to me. 
3. I have been explained about the nature of the study 
4. I have been explained about my rights and responsibilities by the investigator 
5. I am aware of the fact that I can opt out of the study at any time without 
having to give any reason and this will not affect my further treatment in the 
hospital. 
6. I hereby give permission to the investigator to release the information 
obtained on my study to other team personnel, sponsors, Institution Ethics 
Committee and any person or agency required by law like Health Controller 
General of India, IEC. I understand that they are publicly presented. 
7. I understand my identity will be kept confidential when the study is publicly 
presented. 
8. I have had my questions answered to my satisfaction 
9. I have decided to participate in the study. 
I am aware that if I have any questions during this study, I should contact the 
investigator. By signing this consent form I attest that the information given in this 
document about the research on me has been clearly explained to me and 
understood by me. I will be given a copy of this consent document. 
 
Signature /thumb impression                                 Signature of the investigator   
 of the participant  with date                                   Date -------------- 
       ------------------- 
 
Muha;r;rp jfty; jhs; 
Muha;r;rp jiyg;G : Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid gw;wpa Ma;T. 
Ma;thsh; ngah;  : G.Nr\khypdp 
gq;Nfw;ghsh; ngah; : 
Njjp    : 
taJ    : 
 Ma;thsh; Nkw;nfhs;Sk; Muha;r;rpapy; gq;Nfw;f ahUila fl;lhaKkpd;wp 
KOkdJld; rk;kjpf;fyhk;. ,jpy; gq;Nfw;gjd; Nehf;fk;. 
 ,e;j Muha;r;rpapy; jfty;fis njhpe;J nfhs;tjw;fhfTk;> mjid 
gad;gLj;Jtjw;fhf kl;Lk; jhd;. 
 ,e;j Muha;r;rpapd; Nehf;fk; Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid gw;wpa Ma;T. 
 
 Muha;r;rp Nkw;f;nfhs;Sk; Kiw 
,e;j Muha;r;rpapy; Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid fw;gpj;jy; 
jpl;lj;jpd; %yk; Fwpj;j Ma;T. 
 ,jdhy; Ma;thsUf;fhd gad; 
,e;j Ma;tpw;f;F gpd; Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid gw;wpa Ma;Tf;F 
gpd; cj;jpia fw;Wje;jjd; jhf;fj;jpid mwpayhk;. 
 ,jdhy; gq;Nfw;ghsUf;fhd gad; 
 ,e;j Ma;tpw;f;Fg; gpd; Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid gw;wpa 
Ma;Tf;F gpd; mwpT jpwd; mjpfhpf;fpwJ. 
 Muha;r;rpapy; gq;Nfw;ftpy;iy vd;whYk;> cq;fspd; ruhrhp 
tho;f;ifKiwapy; ve;jtpj khw;wKk; Vw;glhJ vd;gij njhptpf;fpNwd;. 
 ,e;j Muha;r;rpapy; gq;Nfw;f tpUg;gk; ,y;iy vd;why; cq;fspd; 
KOkdJld; ePq;fs; ,e;j Muha;r;rpapy; ,Ue;J tpyfp nfhs;syhk; 
vd;gij njhptpf;fpNwd;. 
 ,e;j Muha;r;rpapy; cq;fspd; jfty;fis ghJfhg;ghf itj;Jnfhs;fpNwd; 
vd;gij njhptpf;fpNwd;. 
 ,e;j Muha;r;rpapd; jfty;fis ntspapLk;NghJ> cq;fis gw;wpa 
milahsq;fs; ntsptuhJ vd;gij cWjp $WfpNwd;. 
 
Ma;thsh; ifnahg;gk;     gq;Nfw;ghsh; ifnahg;gk; 
Njjp        Njjp 
Ra xg;Gjy; gbtk; 
Muha;r;rp jiyg;G: Foe;ij ngw;nwLj;j jha;khh;fspilNa 
gr;rpsq;Foe;ijapd; rpW gpur;ridfs; gw;wpa mwpT jpwid gw;wpa Ma;T. 
Ma;thsh; ngah;   : G. Nr\khypdp. 
gq;Nfw;ghsh; ngah;  :  
Njjp    : 
taJ    :  
 Ma;thsh; Nkw;nfhs;Sk; Muha;r;rpapy; gq;Nfw;f ahUila 
fl;lhaKkpd;wp KOkdJlDk; RaepidTlDk; rk;kjpf;fpNwd;. 
 Ma;thsh; Nkw;nfhs;s NghFk; ghpNrhjidfis kpf njspthf 
tpsf;fpf;$wpdhh;. 
 vdf;F tpUg;gkpy;yhj gl;rj;jpy; Muha;r;rpapypUe;J ve;NeuKk; 
tpyfyhk; vd;gijAk; Ma;thsh; %yk; mwpe;J nfhz;Nld;. 
 ,e;j Muha;r;rp xg;Gjy; fbjj;jpy; cs;s tptuq;fis ed;F Ghpe;J 
nfhz;Nld;. vdJ chpikfs; kw;Wk; flikfs; Muha;r;rpahsh; %yk; 
tpsf;fg;gl;lJ. 
 ehd; Muha;r;rpahsUld; xj;Jiof;f rk;kjpf;fpNwd;. vdf;F VNjDk; 
cly;eyf;FiwT Vw;gl;lhy; Muha;r;rpahshplk; njhptpg;Ngd;. 
 ehd; NtW ve;j Muha;;r;rpapYk; jw;rkak; ,lk;ngwtpy;iy vd;gij 
njhptpj;Jf;nfhs;fpNwd;. 
 ,e;j Muha;r;rpapd; jfty;fis ntspapl rk;kjpf;fpNwd;. mg;gb 
ntspapLk;NghJ vd; milahsk; ntsptuhJ vd;gij mwpNtd;. 
 vdf;F ,e;j xg;Gjy; fbjj;jpd; efy; nfhLf;fg;gl;lJ. 
 
Ma;thsh; ifnahg;gk;    gq;Nfw;ghsh; ifnahg;gk; 
Njjp       Njjp 
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 Type of family 
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RESEARCH APPROACH-Quantitative Approach 
 
SETTING OF THE STUDY: Postnatal ward, IOG &HWC, 
Chennai 
 
RESEARCH DESIGN: Pre- Experimental One group pretest –
posttest) 
 
 
 
 
 
 
 
 
 
SAMPLING TECHNIQUE: Convenient sampling technique 
SAMPLE SIZE: 60 Primi Postnatal Mothers (Mothers who met 
inclusion criteria) 
 
 
 
DESCRIPTION OF THE TOOL: Semi structured interview 
schedule 
 
DATA COLLECTION: Pretest assessment with semi structured 
questionnairePlanned teaching programme--Posttest 
assessment with same questionnaire 
 
DATA ANALYSIS: Descriptive and Inferential statistics 
FINDINGS AND CONCLUSION 
Fig4.1 Percentage distribution of education status of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 21.7% mothers were not having formal education, 30.0% mothers were  having  primary school 
education,  26.6% mothers  completed  higher secondary school education, 21.7% mothers were  Graduated. 
 
 
 
  
0%
5%
10%
15%
20%
25%
30%
35%
40%
45%
50%
No formal education Primary school Higher secondary school Graduate
21.7% 
30.0% 
26.6% 
21.7% 
%
 o
f 
m
o
th
er
s 
EDUCATION STATUS 
Fig4.2 Percentage distribution of  occupation status of study participants postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 65.0% mothers were house wife, 16.7% mothers were worked as self employee, 10.0% mothers were 
worked as a Professionals,  8.3% mothers were  worked as Coolie. 
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Fig4.3  Percentage distribution of monthly family income of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 30.0% mothers were  belongs to income of  < Rs.2101,and 40.0% mothers were  belongs to income of 
Rs. 2102- Rs. 6297  and 18.3% mothers were  belongs to income of Rs.6298-Rs.10495 and also 11.7% mothers 
were  belongs to income of > Rs. 10496. 
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Fig4.4 Percentage distribution of religion of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 78.3% mothers were  belongs to Hindu religion and  5.0% mothers were belongs to  Muslim religion and then  16.7% mothers were 
belongs to Christian religion 
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 Fig4.5 Percentage distribution of place of residence of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 25.0% were belongs to Rural area, 65.0% were belongs  to Urban area and 10.0% were belongs to Semi 
Urban. 
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 Fig4.6  Percentage distribution of age of the child  of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
Regarding 65.0% child’s were belongs to 0-3 days  and 31.7% child’s were belongs to 4 – days  and also 3.3% 
child’s were  belongs to 6- 9 days 
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 Fig4.7 Percentage distribution of age of the mother of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
Regarding 43.3% mothers were belongs to age group  of 18 – 21 years , 40.0% mothers were belongs to age group 
of 22 – 25 years ,13.4% mothers were belongs to age group of 25 – 29 years,  3.3% mothers were  belongs to age 
group of  > 29 years. 
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 Fig4.8 Percentage distribution of mode of delivery of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
Regarding 63.3% mothers had normal vaginal delivery, 30.0% mothers had LSCS, 6.7% mothers  had forceps 
delivery 
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Fig 4.9  Percentage distribution of weight of the baby  of study participants of postnatal mothers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Regarding 8.3% baby’s  birth weight belongs to  2kg to 2.4 kg, 38.4% baby’s  birth weight belongs to  2.5 kg to 
2.8 kg, 48.3% baby’s  birth weight belongs to  2.9 kg to 3.4 kg,   more than  weight belongs to  2kg to 2.4 kg 
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 Fig4.10 Percentage distribution of pretest level of knowledge score on 
Minor disorders of newborn 
 
 
 
 
 
 
 
 
 
 
 
 
 
Regarding 76.7 %  postnatal mothers were having inadequate knowledge, 23.3 %  postnatal mothers were having  moderate  knowledge, and none 
of the   postnatal mothers were  not having adequate knowledge 
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Fig4.11 Percentage distribution of posttest level of knowledge score on  
Minor disorders of newborn 
 
 
 
 
 
 
 
 
 
 
 
 
 
                Regarding  none of the postnatal mothers  had inadequate knowledge, 18.3 %  postnatal mothers had  moderate  knowledge, 81.7 %  
postnatal mothers were having adequate knowledge 
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POSTTEST LEVEL OF KNOWLEDGE SCORE 
 Fig 4.15  Percentage distribution of  pretest and posttest level of knowledge score on 
Minor disorders of newborn 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Postnatal mothers had inadequate knowledge  of 76.7 %  in the pretest  and none of the mothers had inadequate knowledge  in the post test, 
postnatal mothers had moderate  knowledge  of 23.3 %  in the pretest  and 18.3 %  in the post test,   none of the postnatal mothers had adequate 
knowledge  in the pretest  and  81.7 %  had adequate knowledge  in the post test 
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Fig 4.12: Box Plot Compares the pretest and posttest knowledge score of  minor disorders of newborn among postnatal 
mothers admitted  in postnatal ward at  Institute of Obstetrics and Gynaecology and  Government  Hospital  for Women and Children 
at Egmore in Chennai. 
Fig 4.13  Percentage distribution of domain wise pretest and post test  level of  knowledge score on  
Minor disorders of newborn 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Knowledge score regarding vomiting was 45.00 % in  pretest & 85.60 % in  posttest, knowledge score regarding diarrhoea was 45.60 % in  pretest 
& 82 .60 % in  posttest, knowledge score regarding constipation was 51 .00 % in  pretest & 83.00 % in  posttest, knowledge score regarding 
napkin rashes was 42 .00 % in  pretest & 81.40 % in  posttest, knowledge score in physiological jaundice was 32 .00 % in  pretest & 79 .40 % in  
posttest 
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Fig 4.14  Percentage distribution of domain  wise  knowledge  gain score on 
Minor disorders of newborn 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Postnatal mother’s  gained knowledge regarding vomiting is 40.60%, postnatal mother’s  gained knowledge regarding diarrhoea is 37.00%, 
postnatal mother’s  gained knowledge for constipation is 32.00%, postnatal mother’s gained knowledge regarding napkin rashes is 39.40%, 
postnatal mother’s  gained knowledge in physiological jaundice is 47.40% 
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Fig4.16  Percentage distribution of association between post test level of knowledge score and mother education status   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In no formal education mothers gained knowledge about Nil  inadequate 38.5% in moderate, & 61.5% comparision of pre & post test 
In primary school education mothers gained knowledge about Nil in inadequate , 27.8 % in moderate, & 72.2 % comparision of pre & post test 
In higher sec. school  education mothers gained knowledge about Nil inadequate, 6.3% in moderate, & 93.7% comparision of pre & post test 
In no formal education mothers gained knowledge about Nil in inadequate, Nil in moderate, & 100 % comparision of pre & post test 
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Fig4.17  Percentage distribution of association between post test level of knowledge score and monthly family income   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Income of <Rs.2101mothers gained knowledge  as nil inadequate, 38.9% moderate , & 61.1% comparision of pre & post test 
Income of Rs.(2102-6297)mothers gained knowledge  as nil inadequate, 12.5% moderate ,& 87.5% comparision of pre & post test 
Income of Rs.(6298- 10495)mothers gained knowledge  as nil inadequate, 9.1% moderate, & 90.9% comparision of pre & post test 
Income of >Rs 10496 mothers gained knowledge  as nil inadequate, nil moderate, & 100.0% comparision of pre & post test 
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Fig4.18  Percentage distribution of association between post test level of knowledge score and place of residence 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mothers were rural areas gained knowledge  of nil inadequate, 40.0% moderate, & 60.0% comparision of pre & post test 
Mothers were urban  areas gained knowledge of nil inadequate, 10.3% moderate, & 89.7% comparision of pre & post test 
Mothers were semi urban gained knowledge  of nil inadequate, 33.3% moderate ,& 66.7% comparision of pre & post test 
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Fig4.19 Percentage distribution of association between post test level of knowledge score and mother age   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mothers  age of (18 – 21 years ) gained knowledge nil inadequate, 34.6% moderate, & 65.4% comparision of pre & post test 
Mothers age of (22 – 25 years ) gained knowledge nil inadequate, 8.3% moderate, & 91.7% comparision of pre & post test 
Mothers age of (25 – 29 years ) gained knowledge  nil inadequate, nil moderate, & 100.0% comparision of pre & post test 
Mothers age of >29 years gained knowledge  nil inadequate, nil  moderate, & 100.0% comparision of pre & post test 
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Fig4.20  Percentage distribution of association between knowledge gain swcore and demographic variables   
 
 
 
 
 
  
   






